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BODY:

The following are the three objectives for the SupportNet project. These are provided here to
reference the objective(s) supported by the accomplishment for each of the Research and Project
Management Accomplishments listed.

Objective 1: We will conduct an initial needs assessment to determine the level of secondary
trauma and burnout in military mental health providers from U.S. Army Posts around the country
in order to establish prevalence rates for secondary trauma, burnout, and compassion fatigue in
military mental health providers.

Objective 2: We will evaluate the utility of social cognitive theory as a framework for
understanding the stress process for military mental health providers by using a quantitative
evaluation of coping self-efficacy to predict negative outcomes for military mental health
providers.

Objective 3: We will develop and evaluate a theoretically based support system called
SupportNet to empower behavioral health providers in developing critical self-assessment skills,
self-regulatory abilities, and support seeking capacities and will test the system’s effectiveness
by completing a randomized controlled trial and a program and process evaluation.

Research accomplishments

a) We completed developing the SupportNet website (Objective 3).

b) We started a randomized controlled trial (RCT) to test the effectiveness of SupportNet, in
October, 2013 (Objective 3).

c) We authored a research paper on the development of the Secondary Trauma Self-Efficacy
Scale, published in Psychological Assessment (Impact Factor: 2.993) in September, 2013.
The paper presents a new method that had to be created to assess a key resilience
component important in coping with the effects of indirect exposure to trauma (Objective
2).

a. Cieslak, R., Shoji, K., Luszczynska, A., Taylor, S., Rogala, A., & Benight, C. C.
(2013). Secondary Trauma Self-Efficacy: Concept and Its Measurement.
Psychological Assessment, 25, 917-928. doi: 10.1037/a0032687 (Appendix I)

d) We published a paper on the prevalence of secondary trauma among behavioral health
providers working with military personnel in November, 2013 in the Journal of Nervous
and Mental Disease (Impact Factor: 1.842). The prevalence of secondary traumatic stress
among 224 behavioral health practitioners working with the military-related trauma was
19.2%. Personal history of trauma, complaints about having too many patients, and more
negative appraisals of the impact caused by an indirect exposure to trauma were
associated with higher frequency of secondary traumatic stress symptoms. A meta-
analysis of existing studies showed the severity of intrusion, avoidance, and arousal
symptoms of secondary traumatic stress was similar across various groups of
professionals indirectly exposed to trauma (e.g., mental health providers, rescue workers,
social workers) (Objectives 1 & 2).

a. Cieslak, R., Anderson, V., Bock, J., Moore, B. A., Peterson, A. L. & Benight, C.
C. (2013). Secondary traumatic stress among mental health providers working
with the military: Prevalence and its work- and exposure-related correlates.
Journal of Nervous and Mental Disease, 201, 917-925. doi: 10.1097/NMD.
0000000000000034 (Appendix II)




e)

g)

h)

3

A meta-analytic paper on the relationship between secondary traumatic stress and job
burnout was published in a special section for Secondary Trauma and Burnout in
Psychological Services (Impact Factor: 1.075) in February, 2014. Our systematic review
of the literature yielded 41 original studies, reporting data from 8,256 workers. The meta-
analysis indicated the association between job burnout and secondary traumatic stress
was strong (weighted » = .69) (Objective 1).

a. Cieslak, R., Shoji, K., Douglas, A., Melville, E., Luszczynska, A., & Benight, C.
C. (2014). A meta-analysis of the relationship between job burnout and secondary
traumatic stress among workers with indirect exposure to trauma. Psychological
Services, 11, 75-86. doi:10.1037/a0033798 (Appendix III)

We authored a paper on the mediating role of social support and secondary traumatic
self-efficacy in the relationship between secondary traumatic stress and secondary
traumatic growth, which was published online in Journal of Clinical Psychology
(Appendix IV) in January, 2014. This study tested two alternative hypotheses involving
social support and self-efficacy as mediators in a longitudinal design. This paper
consisted of 2 studies involving 115 military behavioral healthcare providers in the U.S.
and 189 workers exposed to secondary trauma who completed both Time 1 and Time 2
online surveys. In both studies, results supported a cultivation hypothesis, which posits
that self-efficacy enhances social support, which further facilitates secondary traumatic
growth in the long term (Objective 2).

a. Shoji, K. Bock, J., Cieslak, R., Zukowska, K, Luszczynska, A., & Benight, C. C.
(2014). Cultivating secondary traumatic growth among healthcare workers: The
role of social support and self-efficacy. Journal of Clinical Psychology. Online
advanced publication. (Appendix IV).

A meta-analytic paper on the relationship between job burnout and self-efficacy was
submitted to Anxiety, Stress, and Coping. Our systematic literature search found 53
original studies meeting inclusion and evaluation criteria. Preliminary results show there
is a moderate association between job burnout and self-efficacy. Our tests of moderation
are underway (Objectives 1 & 2).

a. Shoji, K., Cieslak, R., Smoktunowicz, E., Rogala, A., K, Luszczynska, A., &
Benight, C. C. (2014). Association between job burnout and self-efficacy: A
meta-analysis. Manuscript under review.

We presented a paper on a meta-analysis of the relationship between secondary traumatic
stress and job burnout, at the European Society for Traumatic Stress Studies in June,
2013 in Bologna, Italy (Objective 1).

a. Cieslak, R., Shoji, K., Benight, C. C., & Luszczynska, A. (June, 2013). The
relationship between secondary traumatic stress and job burnout: A meta-analysis
(Appendix V).

We presented a poster on the development and validation of a secondary trauma self-
efficacy scale at the European Health Psychology Society Annual Conference in July,
2013 in Bordeaux, France (Objective 2).

a. Rogala, A., Cieslak, R., Shoji, K., Luszczynska, K., Taylor, S., & Benight, C. C.
(July, 2013). Secondary trauma self-efficacy scale: Psychometric evaluation
(Appendix VI).

A book chapter on job burnout was published in a book dedicated to military
psychologists, in July, 2013 (Objective 1).



a. Benight, C.C & Cieslak, R. (2013). Professional Burnout. In B. A. Moore & J. E.
Barnett (Eds.). Military Psychologists’ Desk Reference. New York: Oxford
University Press. (Appendix VII)
http://global.oup.com/academic/product/military-psychologists-desk-reference-
9780199928262?7q=Military Psychologists' Desk Reference&lang=en&cc=

k) We presented two posters at the APA Annual Conference in August, 2013 in Honolulu,
Hawaii. (Objective 1 & 2).

a. Bock, J., Shoji, K., Cieslak, R., & Benight, C. C. (August, 2013) Effects of social
support and self-efficacy on secondary traumatic growth (Appendix VIII).

b. Shoji, K., Luther, E., Cieslak, R., Smoktunowicz, E., & Benight, C. C. (August,
2013) Indirect effect of job burnout on job engagement (Appendix IX).

1) We presented a paper at the Scientific Conference of the Australian Society for
Behavioural Health and Medicine Annual Conference in February, 2014 in Auckland,
New Zealand (Objective 1 & 2).

a. Cieslak, R., Shoji, K., Rogala, A., Smoktunowitz, E., & Benight, C. C. (February,
A meta-analysis of the relationship between self-efficacy and job burnout
(Appendix X).

m) Our submitted poster presentation was accepted for the Medicine 2.0 Annual Conference
in November, 2014 in Maui, Hawaii (Objective 3).

a. Shoji, K., Gibson, F., Cieslak, R., Anderson, V., Bock, J., Decker, L., Yeager, C.,
& Benight, C. C. (November, 2014). SupportNet: Preliminary results of a
randomized controlled trial (Appendix XI).

n) We submitted a poster presentation for the International Society for Research on Internet
Intervention Annual Conference in October, 2014 in Valencia, Spain (Objective 3).

a. Shoji, K., Yeager, C., Gibson, F., Cieslak, R., Bock, J., Decker, L., Anderson, V.,
& Benight, C. C. (October, 2014). SupportNet for military behavioral healthcare
providers: Website engagement and job burnout (Appendix XII).

0) We submitted two poster presentations for the International Society for Traumatic Stress
Studies Annual Conference in November, 2014 in Miami, Florida (Objective 2).

a. Luther, E., Yeager, C., Shoji, K., Gibson, F., Bock, J., Bhalla, A., Durham, R., &
Benight, C. C. (November, 2014). The relationship between web intervention
engagement and job burnout: A moderated-mediation model using technology
readiness and job burnout self-efficacy (Appendix XIII).

b. Boesdorfer, G., Nocoles, C., Shoji, K., Benight, C. C., & Gibson, F. (November,
2014). Effects of sexual assault history on the relationship between secondary
traumatic stress, job burnout self-efficacy, and burnout for military mental health
providers (Appendix XIV).

p) We presented a paper at the annual conference of the International Society for Traumatic
Stress Studies in November 2013 in Philadelphia, PA.

a. Benight, C. C., Cieslak, R., Anderson, V., Moore, B., & Peterson, A. (2013,
November). Secondary Traumatic Stress among Army Mental Health Providers:
Prevalence and its Work- and Exposure- Related Correlates. (Appendix XVI).

q) The next research publication, which is underway, addresses the directionality of the
relationship between job burnout and secondary traumatic stress. We are evaluating
whether job burnout leads to development of secondary traumatic stress, or secondary



traumatic stress leads to development of job burnout. The results have important
implications- Preliminary results indicated having high levels of job burnout at Time 1
lead to secondary traumatic stress at Time 2 (6 months later). However, high levels of
secondary traumatic stress at Time 1 do not appear to affect the development of job
burnout at Time 2.

r) Another research publication underway involves exploration of a possible nonlinear
indirect effect of job burnout self-efficacy in the relationship between occupational
constraints and job burnout. Preliminary results show occupational constraints have a
logarithmic relationship with job burnout self-efficacy, and job burnout self-efficacy has
an exponential relationship with job burnout. These results have important clinical and
theoretical implications.

s) We have begun a book based on the research findings and lessons learned from the
SupportNet initiative designed for key stakeholders (e.g., directors of behavioral health,
military mental health providers, occupational health providers, hospital commanders,
etc.). Tentatively titled, "After the Battlefield: Secondary Trauma and Burnout in Military
Mental Health Providers", the work will cover what we have learned in the process of
completing this project, including the important implications of our prevalence findings,
challenges associated with our web intervention, conducting our Clinical Trial, and our
RCT outcomes.

t) Our external program evaluator completed an internal qualitative process evaluation of
the SupportNet team, and a final quantitative process and outcome evaluation. (Objective
3). (Appendix XV).

a. Bhalla, B.A., Teel, M., & Durham R. (2014) Process and outcome evaluation for
SupportNet. Unpublished manuscript. University of Colorado Colorado Springs,
Colorado Springs, CO.

Intervention design and development accomplishments

a) None. The SupportNet intervention, including the online platform and coaching model,
were completed by the time of submission of the 2013 Annual Report.

Project management accomplishments

a) We extended the SupportNet clinical trial to include Licensed Clinical Social Workers at
Ft Carson. We did so to accommodate these individuals and to buttress the statistical
power in our study.

Recommended Changes and Future Work

One area for future work the SupportNet Research Team is now exploring with officials from Ft.
Carson. Given the absence of empirical studies on Secondary Traumatic Stress and job burnout
in military nurses, and no randomized control trial data available on the evaluation of
interventions for secondary trauma and burnout in military nurses, we have proposed to extend
SupportNet work to military nurses using the information gained from our SupportNet project.
This project is labelled MedNet and the proposal was submitted to TATRC. Preliminary results
of the SupportNet Randomized Controlled Trial (RCT) suggest a significant positive effect for



the coaching/internet platform tandem in reducing burnout when compared to waitlist control or
internet-only control conditions. These are promising results, but we need to assess the
robustness and generalizability of this effect. The primary focus of MedNet will be a logical
extension of the SupportNet work to military nurses. Our discoveries in the SupportNet RCT will
also allow us to make improvements in the coaching model and online platform, which we hope
to demonstrate in this follow-on project. Our specific MedNet aims include:

1. Conduct a longitudinal theoretically-based prevalence study of job burnout and secondary
traumatic stress among active duty and GS civilian nurses working at the 11 facilities in
the Southern Regional Medical Command (SRMC) and Evans Army Community
Hospital (EACH), Fort Carson, Colorado.

2. Conduct a randomized clinical trial of active duty and GS civilian nurses testing MedNet,
the SupportNet intervention adapted for nurses.

3. Transfer technology and other intervention components to stakeholder organizations to
facilitate commercialization and dissemination to other military and civilian nurses.

We are also negotiating with TESSA, a local domestic violence NGO, to explore the options of
working with them in a service-oriented capacity leveraging the SupportNet coaching/internet
intervention. TESSA’s mission is to help women and their children achieve safety and wellbeing
while challenging communities to end sexual and family violence. In the process, TESSA sees a
significant number of military clients. Our vision is to leverage the THHC Team’s expertise and
our learnings from the SupportNet research in a community outreach venue, to help TESSA
victim advocates deal with their mission-related health challenges.

KEY RESEARCH ACCOMPLISHMENTS:

a) We initiated the Randomized Controlled Trial, and began the process of collecting data.
We project completion of this phase of the research around November 2014. Appendix
XVII displays the CONSORT Chart for SupportNet, which summarizes the flow of the
RCT to this point, not including three LCSW participants from Ft. Carson who have yet
to actively engage in the Trial.

b) Research papers authored:
Professional Burnout (Book Chapter)

a
b. Indirect effect of job burnout on job engagement (Poster)

e

A meta-analysis of the relationship between self-efficacy and job burnout

o

SupportNet: Preliminary results of a randomized controlled trial (Poster)

e. SupportNet for military behavioral healthcare providers: Website engagement and
job burnout (Poster)

f. The relationship between web intervention engagement and job burnout: A
moderated-mediation model using technology readiness and job burnout self-
efficacy (Poster)

g. Effects of sexual assault history on the relationship between secondary traumatic
stress, job burnout self-efficacy, and burnout for military mental health providers
(Poster)



REPORTABLE OUTCOMES:

Published and Accepted Papers and Abstracts.

Cieslak, R., Shoji, K., Luszczynska, A., Taylor, S., Rogala, A., & Benight, C. C. (2013,
May 6). Secondary Trauma Self-Efficacy: Concept and Its Measurement. Psychological
Assessment. Advance online publication. doi: 10.1037/a0032687 (Appendix I)

Cieslak, R., Anderson, V., Bock, J., Moore, B. A., & Peterson, A. L. & Benight, C. C
(2013). Secondary traumatic stress among mental health providers working with the military:

Prevalence and its work- and exposure-related correlates. Accepted for publication. (Appendix
1)

Cieslak, R., Shoji, K., Douglas, A., Melville, E., Luszczynska, A., & Benight, C. C.
(2013). A meta-analysis of the relationship between job burnout and secondary traumatic stress
among workers with indirect exposure to trauma. Accepted for Publication. (Appendix III)

Benight, C.C & Cieslak, R. (2013). Professional Burnout. In B. A. Moore & J. E. Barnett
(Eds.). Military Psychologists’ Desk Reference. New York: Oxford University Press. (Appendix
VI)
http://global.oup.com/academic/product/military-psychologists-desk-reference-
9780199928262?7q=Military Psychologists' Desk Reference&lang=en&cc=

Bock, J., Shoji, K., Cieslak, R., & Benight, C. C. (2013). Effects of Social Support and
Self-efficacy on Secondary Traumatic Growth. Accepted for presentation at the American
Psychological Association Annual Meeting.

Shoji, K., Luther, E., Cieslak, R., Smoktunowicz, E., & Benight, C. C. (2013). Indirect
Effect of Job Burnout on Job Engagement. Accepted for presentation at the American
Psychological Association Annual Meeting.

Clinton, M., Benight, C. C., Cieslak, R., Bock, J., & Anderson, V. (2012). The
Regressive Coping Scale: Evaluating the Risk Factors for Job Burnout. Poster presented at the
28" annual conference of the International Society for Traumatic Stress Studies. Los Angeles,
CA.

Funding Applications
We submitted two grant proposals this past year related to SupportNet research. The first,
MedNet, was described above.

The second, FireNet, aims to understand the scope of the behavioral health risks to Wildland
Firefighters (WFFERS), and provide innovative interventions to mitigate the problems.
Posttraumatic stress prevalence among firefighters exposed to natural disasters has been
estimated at 17.2%. However, little is known about the prevalence of these issues in WFFERs
nor the psychological mechanisms underlying these negative behavioral consequences. Even less



is known about how to address the behavioral health consequences of the unique WFFER
occupation. To bridge the gap, we proposed a 3-part initiative: 1) a prevalence study to
investigate WFFER culture, stress / trauma and job burnout, and the mechanisms relating these
factors to critical work outcomes like turnover intent; 2) an exploratory study examining the
feasibility of conducting a behavioral health intervention with WFFERs designed to manage
unique “cultural” barriers and enhance WFFER overall wellness; and 3) a dissemination phase,
incorporating publishing study findings and institution-wide implementation of a Social Norms
Marketing Campaign.

FireNet capitalizes on a unique collaboration that brings together the scientific and clinical
expertise of the Trauma, Health, and Hazards Center at the University of Colorado Colorado
Springs with partners from CAL FIRE and the U.S. Fire Service (USFS). This combination
offers a scientifically solid and feasible approach to generate critical new knowledge and
intervention support to this population. Year 1 will uncover the prevalence of behavioral health

consequences associated with WFFER occupational demands. Specific Aims of FireNet include:

1. Determine the prevalence of posttraumatic stress, job burnout, quality of life, alcohol

use, and turnover intent among WFFERs, as well as their perceived organizational resources and

demands.

2. Evaluate the effectiveness of the FireNet intervention among WFFERs, complemented

by a Social Norms campaign to challenge existing WFFER culture limiting help-seeking.

CONCLUSION:

The third year of SupportNet was productive. We made progress toward completing Objectives 2

and 3 of this research (Objective 1 having already been met).
We published 5 primary publications and a book chapter that address Objectives 2 and 3.

We produced 7 posters accepted for presentation at several national and international
professional meetings, and presented a paper on our work.

We submitted a request for future funding to extend this work for an additional year.

We are progressing on about 2 other papers and a book this year and are investigating future
grant opportunities.
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Appendix I: Paper: Secondary Trauma Self-Efficacy: Concept and Its Measurement
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Secondary Trauma Self-Efficacy: Concept and Its Measurement

Roman Cieslak Kotaro Shoji
University of Colorado at Colorado Springs and University of University of Colorado at Colorado Springs
Social Sciences and Humanitics, Warsaw
Aleksandra Luszczynska Sandra Taylor

University of Colomdo at Colorado Springs and University of
Social Sciences and Humanities, Wroclaw

University of Colorado at Colorado Springs

Anna Rogala
University of Social Sciences and Humanitics, Warsaw

Charles C. Benight
University of Colorado at Colorado Springs

The Secondary Trauma Self-Efficacy (STSE) Scale was developed and psychometrically evaluated in 2
studies targeting populations indirectly exposed to traumatic events through work with traumatized
clients. Study | enrolled behavioral health professionals (1 = 247 providing trauma therapy for military
clients in the United States. Study 2 investigated characteristics of the STSE Scale among health care and
social workers (ry, = 306, Ay, = 193) providing services for trauma victims and survivors in Poland.
Rooted in social cognitive theory, the 7-item STSE Scale is used to evaluate perceived ability to cope
with the challenging demands resulting from work with traumatized clients and perceived ability to deal
with the secondary traumatic stress symptoms. In both studies, explomtory and confirmatory factor
analysis showed unidimensionality of the scale. The results indicated good internal consistency of the
STSE Scale and its stability over time. 3TSE correlated highly or moderately with secondary traumatic
stress sympioms. Comparatively. associations between STSE and perceived social support, secondary
traumatic growth. and negative beliefs about the world and self were either moderate or low. The STSE
factor structure and pattern of comrelations with the validity measures were invarant across the 2 studies,

=
#

This

I'hiz art

which indicated that the STSE Scale may be a culturally unbiased instrument.

Keywords: secondary traumatic stress, self-efficacy, measurement validity. measurement relinbility

Secondary exposure to trauma refers to the widespread phenom-
enon of indirect exposure to different types of traumatic material,
such as contacts with people who have expenenced traumatic
events, exposure to graphic trauma content (e.g., reported by the
survivor), exposure to people’s cruelty to one another, and obser-
vation of and participation in treumatic reenactments {Pearlman &
Saakvitne, 1905). Indirect exposure may be an inherent character-

istic of occupations such as mental health, health care, and social
work, which involve providing clinical services to traumatized
populations (Elwood, Mott, Lohr, & Galovska, 2011). Although
indirect (also refered to as secondary or vicarious) exposure (o
trauma through work might have a positive effect on service
providers” posttraumatic growth (Brockhouse, Mseth, Cohen, &
Joseph, 201 1), research suggests that indirect exposure is related to

This article was published Online First May &, 20013,

Roman Cieslak, Tranoma, Health, and Harards Center. University of
Colorado at Colomdo Springs, and Depariment of Psychology, University
of Social Sciences and Homanities. Warsaw, Poland; Kotaro Shaji,
Trauma, Health, and Harards Center, University of Colomdo at Colorado
Springs; Aleksandra Luszerynska, Tronma, Health, and Hazards Center.
University of Colorade at Colorado Springs. and Department of Psychol-
ogy, University of Social Sciences and Humanities, Wroclaw, Poland;
Sandra Taylor, Department of Psychology, University of Colorado at
Colorado Springs; Anna Rogala, Department of Psychology, University of
Social Sciences and Humanities, Warsaw. Poland; Charles C. Benight,
Trawma, Health, and Hazards Center and Deparment of Psychology,
University of Colorado at Colorado Springs.

Study | was made possible by a research grant that was awarded to
Charles C. Benight and administered by the U.5. Army Medical Re-

T

search and Materiel Command and the Telemedicine and Advanced
Technology Research Center at Fort Detrick, Maryland, under Contract
Number WEIXWH-11-2-0153. Study 2 was supporied by Grant
MN-NI106 139537 from the National Science Center, Poland. The con-
tribution by Aleksandra Luszcrynska was supported by the Foundation
fior Polish Science, Master's Program.

The views expressed in this anticle are solely those of the anthors and
do not represent an endorsement by or the official policy of the US.
Army, the Department of Defense, or the U.5. government.

Correspondence concerning this article should be addressed to Ro-
man Cieslak or Charles C. Benight. Trauma, Health, and Hazards
Center, University of Colorado at Colorado Springs, 1420 Anstin Bluffs
Parkway, Colorade Springs, CO BO819. E-mail: rcieslak@uccs.edu or
chenight @uccs.edu
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higher levels of distress (Pearlman & Maclan, 1993), negative
cogmtions or low levels of self-trust (Peardman & Maclan, 1995),
and secondary traumatic stress (Elwood et al., 2001 1).

Secondary traumatic stress is one of the most often investigated
negative consequences of indirect exposure to trauma. Although
there arc many definitions of secondary trawmatic stress, in this
article it is defined as reactions resembling posttraumatic stress,
such as intrusive re-experiencing of the traumatic matenal, avoid-
ance of trauma triggers, and cmotions and increased arousal, all
resulting from indirect exposure to trauma (Bride, Robinson, Ye-
gidis, & Figley, 2004). Prevalence of secondary traumatic stress
vanes from 15.2% among social workers (Bride, 2007), 16.3% in
oncology staff (Quinal, Harford, & Rutledge, 2009), 19% in sub-
stance abuse counselors (Bride, Hatcher, & Humble, 2009), 32.8%
in emergency nurses (Dominguez-Gomez & Rutledge, 20000, 34%
in child protective services workers (Bnde, Jones, & MacMaster,
2007), o 3% in juvenile justice education workers (Hatcher,
Bride, Oh, King, & Catrett, 2011).

Self-Efficacy as a Protective Factor

In response to the common secondary traumatization exposure
and Its consequences among several occupational groups, re-
scarchers and professionals have advocated for testing profective
factors (Elwood et al, 2011; Tyson, 2007). Some individual pro-
tective characteristics, such as years of cxpericnce as a clinician
(Voss Horrell, Holohan, Didion, & Vance, 200 1), may be hard to
modify. The effectiveness of self-care activities (e.g., leisure time)
in reduction or prevention of distress and secondary traumatic
stress symptoms is limited (Bober & Regehr, 2006). In contrast,
trauma-related cognitions, such as selfefficacy, are modifiable
factors that may contribute to posttraumatic adapiation (Ehlers &
Clark, 2000).

Selfefficacy is among the copnitions that may be seen as a
proximal determinant of health-related outcomes afier a traumatic
event (Benight & Bandura, 2004). According to social cognitive
theory (SCT), self-cfficacy murors a sense of control over envi-
ronment and refers to the perceived ability to master challenging
demands (such as major stressful events and their afiermath) by
means of adaptive actions (Bandura, 1997). Self-efiicacy makes a
difference 10 how people feel, think, and act (Bandura, 1997).
Recent SCT developments suggest that beliefs about one’s own
abilitics to cope help in overcoming difficultics ansing after ex-
posure to a traumatic event (Henight & Bandura, 2004} A sys-
tematic review confirmed large significant negative associations
between self-efficacy and negative consequences of traumatiza-
tion, such as posttmumatic stress disorder (PTSD; Luszczynska,
Benight, & Cieslak, 2009).

Secondary Trauma Self-Efficacy

Although multiple studies have shown that self-efficacy ex-
plains postiraumatic adaptation (cf. Luszczynska et al.. 2009) and
several measures to assess self-efficacy among trauma survivors
have been developed (e.g., Hyre et al., 2008; Lambert, Bemght,
Hamson, & Cieslak, 2012}, we found very few studies investigat-
ing self-efficacy or other positive cognitions in the context of
secondary exposure to trauma and its consequences. We identified
oaly three studies testing for self-cfficacy and health outcomes of
secondary trauma exposure.

Among professionals who are at nsk for vicanous exposure,
self-efficacy 15 associated with better quality of life (Prati, Pictran-
toni, & Cicognam, 2010}, less compassion fatigue (Ortlepp &
Friedman, 2002) and lower levels of secondary traumatic stress
{Bonach & Heckert, 2012). It is important to note that those studics
assessed work-related self-cfficacy, refernng to perceptions of
training cfficicncy and perceptions of personal effectivencss at
work (Bonach & Heckert, 2012; Onlepp & Friedman, 2002), or
asscssed gencral perceptions of the capability to face various
challenges at work (Prati et al., 2010). This work-related approach
1o measure self-efficacy may be an optimal choice o investigate
associations between aggravated job stress levels among workers
and global consequences of stress (e.g., quality of life, general
distress). In contrast, exploring the role of self-efficacy beliefs in
the context of secondary trauma exposure and its potential conse-
quences requires evaluating beliefs about the capability 1o cope
with thoughts and feelings related to secondary trauma exposure.
As SCT suggesis, contexts of self-cfficacy should match the spec-
ificity of the environment (e.g., types of stressors) and the out-
comes. Such an approach is also in line with the optimal matching
hypothesis (Cutrona, 1990), indicating the need for testing the role
of social cognitive mediators that match the type of stressor and
stress outcomes. Therefore, secondary trauma self-efficacy (STSE)
is defined in this article as peroeived ability to cope with the
challenging demands resulting from work with traumatized clients
and perceived ability to deal with the secondary traumatic stress
symploms.

Alm of the Study

A lack of knowledge about the relationships between self-
efficacy and owtcomes of secondary trauma exposure among clin-
ical service providers may be due to the fact that no existing
measure of self-efficacy is available to nssess these relationships.
To fill this void, we cvaluated the psychometnic properties of a
newly developed measure of secondary trauma self-efficacy. It
was hypothesized that the STSE Scale would have a unidimen-
sional structure, similar to other measures of self-efficacy le.g.,
Hyre et al., 2008; Schwarzer & Jerusalem, 1995). In evaluating the
congruent validity of the STSE Scale, we expecied that STSE
would be moderately or strongly associated with sccondary trau-
matic stress symptoms. As for the discnminant vahdity, we hy-
pothesized that there would be low to moderate comelations be-
tween STSE and other secondary trauma-related cognitions, such
as (a) perceived social support, (b) negative cognitions about self
and the world, and (c) secondary traumatic growth.

Theory and research suggest that self-efficacy relates to other
cognitions and social resources that predict health-related out-
comes (Benight & Bandura, 2004). Self-efficacy may be enhanced
by social support, or it may affect social support secking, thus,
indirectly predicting health-related outcomes (cf. enabling and
cultivation hypotheses; Schwarrer & Knoll, 2007). Therefore, the
association between STSE and perceived social support would be
expected.

Further, most prominent theoretical frameworks explaining
PTSD symptoms (e.g.. emotional processing theory; Foa &
Rothbawm, 1998) assume that negative cognitions about self
and the world are key cognitive determinants of the outcomes of
the exposure to traumatic stress. However, research has indi-
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cated that these negative cognitions operate through other
trauma-specific cognitions, such as self-cfficacy (Cieslak, Be-
night, & Lehman, 2008). Thercfore, secondary trauma self-
efficacy might also be correlated with negative cognitions about
sclf and the world resulting from the indirect cxposurc to
trauma.

Social cognitive theory also implics that strong self-cfficacy
may enable individuals to identify important opportunities to
promote individual growth (Bandura, 1997; Benight & Ban-
dura, 2004). Perceiving positive changes resulting from a strug-
gle with traumatic events and their consequences (Calhoun &
Tedeschi, 2006) may represent a positive cutcome of postirau-
matic adaptation. Perceived posttraumatic growth may be in-
fluenced by self-efficacy. In particular, functional cutcomes
such as perceived growth may develop if survivors start to
actively deal with posttraumatic adversities (Zocllner & Maer-
cker, 2006). Such changes and individual growth may occur
afier sccondary trauma (Amold, Calhoun, Tedeschi, & Cann,
20035). Therefore, it was hypothesized that secondary traumatic
growth would be associated with STSE.

Table 1

Study 1

Method

Participants. The study was part of a larger project investi-
gating secondary trauma, work-related demands, and resources
among mental health care providers working with returming sol-
diers in the United States. Inclusion criteria for the present study
were (a) working at least | year as a clinical psychologist, coun-
selor, or social worker; (b) providing services for a military pop-
ulation; and (c) being indirectly exposed to trauma through inter-
action with patients. OF 312 individuals who responded to any of
the items on the STSE Scale, 247 participants (82 men, 33.2%)
were qualified for the present study based on the previously
described inclusion criteria.

Table | displays demographic information of the sample. On
average, participants were 4850 years old (5D = 13.02). The
sample consisted of clinical psychologists (47.04), counselors or
psychotherapists (29.6%), and social workers (23.3%). Partici-
pants expenenced indirect exposure to different types of traumatic

Descriptive Statistics for Study 1 and Study 2: Demographics, Means, and Standard Deviations

Study | (n = 247

Study 2. TI (n = 306) Smdy 2, T2 (n = 193)

Variable M (5D % (a)

M (5N % Am M (SN % (A}

Demographic chamacteristics
Ape (years)
Gender
Female b6 (165)
Male 33.2(80)
Intimate relationship
Long-term relationship
Mot in a elationship
Highest academic degree
High school —
Associate’s degres 40410
Bachelor's degree 400610
Master's degree A4 50110
Doctorate degres 54.7 (135)
Profession
Clinical psychologists ATO(1 16}
Health care providers —
Social workers 2315(58)
29.6(7T3)
Other —
Menasures
Perceived social support
Tatal S.TE(1.0d)
From family 5.63(1.30)
From friend 5700120
From significant other 6020127
Megative cognitions
About world
About self
Secondary traumatic growth
Secondary trauma self-efficacy
Secondary traumatic siress
Tatal 1.B6 (061}
Intrusicn L.7T (0.58)
Avoidance LEQ (0T}
Arousal 1.9200.71)

48 59(13.02)

TST(18T)y
13(55)

3080(1.24)
1.50(0.68)
236(1.28)
6.15(0.72)

3541 (859 35.05 (B.10)

75.80231)
232071

79.3(153)
19.2 (37}

T3.90226)
255078

T7.2(149)
223 (43)

2006 (63) 18.1 (35}

212065 19.7 (38)

56.5(173) &0.6 (147)
103} 038 (1}

48.4(148) 45.6 (88)
3160115 40.9 (79)

123 (38) 11.9(23)

300 (1.30 —
4860171 —
494 (15T —
3.23(1LET —

1EE (1.08)
3.21 (0.93)

230 (e —
2550074 —
214 (0L65) —
2.33 (081D —

Note.  Percentages may not add up to 1006 due to missing data. TI/T2 = Time 1iTime 2.

14



920 CIESLAK ET AL.

events, including, for example, military combat (89.1%), physical
pssaults (83.69), motor vehicle acoidents (82.6%), and natural
disasters (68.0%). Addinonally, all participants were also directly
exposed to a traumatic event, with the average number of three
traumatic events reported per person (M = 3.26, 5D = 1.84).
Measures. Participants completed a set of guestionnaires
evaluating secondary trauma sclf-cficacy, sccondary exposure to
trauma, and measures used for the validity assessment.
Secondary trauma self-gfficacy. The ttems of Sccondary
Trauma Self-Efficacy (STSE) Scale were developed in three steps.
First, three experimenters (licensed psychologists specializing in
secondary trauma issues) conducted structured interviews with 30
behavioral health providers exposed to secondary traumatic stress,
The imerviews aimed at investigating the beliefs about the ability
to deal with work-related secondary exposure. Later, the expen-
menters screened the measures onginally designed to assess per-
ceived ability to cope with demands resulting from the exposure to
trauma and perceived ability to deal with PTSD symptoms (Cie-
slak et al., 2008; Hyre et al., 2008; Lamben et al., 2002). They
independently selected up to 12 nems, reflecting the self-efficacy
statements elicited in the interviews. Seven items were selected by
all three experimenters and included in the STSE Scale. The

respective items were modified o measure self-efficacy cognitions
n the context of indirect exposure to trauma through work with
wraumatized individuals. In the next step, the expenmenters inde-
pendently screened the interview records for recurning self-
cfficacy statements that were not covered by the seven items
selected i the previous step. Two additional self-efficacy state-
ments were identified using the consensus method and were added
o the STSE Scale.

The preliminary version of the STSE Scale consisted of ninc
items beginning with the same stem phrase “How capable am [ to
..." followed by the nine items. Pamicipants were asked to relate
these items o their “work with people experiencing extreme or
wraumatic events.” The content of the scale is presented in Figure
|. The responses were given on a 7-point Likert-like scale, mnging
from 1 (verv incapable) to T (very capable).

Secondary trauma exposure. The Sccondary Trauma Expo-
sure Scale was developed for the present study to measure indirect
exposure io traumatic events (Cicslak et al., in press). It consists of
a list of 10 potentially traumatic events, including natural disasters,
motor vehicle acadents, other senous accidents, physical assaults,
sexual assaunlis, other life-threatening cnmes, military combat or
exposure to a warzone, life-threatening illness or injury, sudden

Secondary Trauma Self-Elficacy Scale

For each stualion described below, please rate how capable you are 1o deal with thoughts or leelings that
acour {or may oosur) as the result of your work with paople experigncing extrarme or fraumatic events,

Plaase rate each situation as you CURRENTLY beliave.

Wary Incapabde  Somewhat  Maeither incapable  Somewhat  Capabie Wary
Iincapable Incapabile ner capable capsable capable
1 2 3 4 5 ] 7

“How capable am 1o .."

Deal with my emolions (anger, sadness, depression, anxiety) about working with these paogie,

Find soma meaning in what had happened to these peaple.

Conirol recurring distressing thoughts or imagas about thess people.

Deal with thoughts that similar things may happen ta me.

Ba supportive to others after my experiances with these peopla,

Cope with thoughts that | can't handle working these with people anymore.

&=t help from others to better handle working with these people.

Figure 1. Secondary Trauma Self-Efficacy Scale. Original item numbers were 1, 3, 4, 5, 7, B, and 9. Two
excleded items were “Deal with the impact these people have had on my life”™ (lem 2 and “Keep emotional
balance after realizing what had happened to these people™ (ltem &).
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death of someone close, and other. Participanis indicated whether
they had been exposed to cach traumatic event with a Yes-or-No
format. Additionally, they indicated how many of these potentially
traumatic events they had personally experienced.

Secondary traumatic stress.  The Sccondary Traumatic Stress
Scale (STSS; Brde, et al., 2004) is a 17-item questionnaire that
measures frequency of secondary traumatic stress symptoms in the
previous month. It consists of five items for the Intrusion subscale,
seven items for the Avoidance subscale, and five items for the
Arousal subscale. Participants were instructed to evaluate the
frequency of each symptom in the relation to their work with
trauma-exposed clients. A 5-point Likert-like scale was used,
ranging from | (mever) to 3 (very aften). Cronbach’s alphas for the
present study were (94 for the total score, &1 for the Intrusion
subscale, .87 for the Avoidance subscale, and .85 for the Arousal
subscale.

Perceived social support.  The Multidimensional Scale of Per-
ceived Social Support (MSPSS; Zimet, Dahlem, Zimet, & Farley,
1988) measures the availability of social support with 12 items.
The instruction was adjusted to refer to difficultics occurning at
work. The MSPSS consists of four tiems for the Family subscale,
four items for the Friend subscale, and four items for the Signif-
icant (Mher subscale. Participants rated the degree of agreement for
cach item on a T-point Likert-like scale, ranging from [ (very
strongly disagree) w7 (very strongly agree). Cronbach’s alphas
for the present study were .94 for the total score, (92 for the Family
subscale, .95 for the Friend subscale, and 95 for the Significant
(Other subscale.

Negafive cognitions. Posttraumatic  Cognition  [nventory
(PTCI; Foa. Ehlers, Clark, Tolin, & Orsillo, 1999) measures neg-
ative cognitions after traumatic events and consists of the Negative
Cognitions About the World, Negative Cognitions About Self, and
Self-Blame subscales. Based on the onginal psychometnic data
(Foa et al., 1999), we used seven items measuring Negative Cog-
nitions About the World and seven items assessing Negative
Cognitions About Self. In the modified instruction, respondents
were asked to mefer to cognitions occuming afier the indirect
exposure to trauma. The Self-Blame subscale was not used be-
cause of ongoing discussion related to 1s validity and reliability
(Startup, Makgekgenene, & Webster, 2007). Paricipants rated the
degree of agreement to cach item on a T-point Likent-like scale,
ranging from | (fotally disagree) w T (iotally agree). Cronbach’s
alphas for the present study were 89 for the total score, (B8 for the
MNegative Cognitions About the Waorld, and .85 for the Negative
Cognitions About Sclf.

Secondary  traumatic  growth. Posttrowmatic  Growth
Inventory—Shont Form (PTGI-SF, Cann, et al., 2010) was used 1o
measure positive life changes resulting from indirect exposure to
trauma. The original PTGI-SF was a [0-item questionnaire mea-
suring experience of positive change after a particular traumatic
event. We modified the instruction asking participants to mte the
degree of change as a result of their work with patients who were
exposed to traumatic events. A 6-point Liken-like response scale
was used, rnging from 0 (J did not experience this change) to 5 (I
experienced this change fo a very great degree). Although there
are five subscales in the PTGI-SF measunng different types of
changes, a total score index is used the most often measure (Cann
et al., 200100, Cronbach’s alpha in the present study for the total
score was 82,

Demographics. Demographic questions included the year
participants were born, their gender, whether they were in an
mntimate relationship, their profession, and their highest academic
degree (Table 1).

Procedure. Potenibial respondenis were contacted via an
e-mail containing information about the study and the link to the
online survey. Off-post providers, who were located in the civilian
community, received the c-mail through an online newsletier sent
by TriWest Healthcare Alliance, an organization managing health
benefits for military patients and their familics. On-post providers,
who were located at military installations, received the e-mail from
the dircctor of the Department of Behavioml Health at Evans
Army Community Hospatal at Fort Carson, Colorado, and from the
Psychology Consultant to the US. Army Surgeon General. Re-
spective agencies sent out standard invitation e-mails to all em-
ployees who were potential participants and advertised the study in
their internal newsletters. The response mte was not available.
Informed consents were obtained. The study was approved by the
institwtional review board (IRB) at the University of Colorado.

Analvtical procedures. Missing data for all vanables were
replaced with hot deck imputation (Myers, 2011} The hot deck
imputation replaces a missing value with an existing value of
another participant in the same group (deck) as the participant with
a missing value. The deck is composed of combinations of levels
of categorical varables. The use of the hot deck imputation is
optimal even if missing values are not completely at random when
missing values are less than 109 of all values (Myers, 2011). In
wtal, 0.61% of values were replaced. All of the further analyses
were performed on 247 participants.

With gender, intimate relationship status, and profession as
categories, Little’s missing completely at random (MCAR) tests
showed that items were missing completely at random for the
following scales: the STSE, x*(30) = 19.87, p = .99, Secondary
Traumatic Growth, ¥*(40) = 40.81, p = 31, and the 3TSS,
xH%) = T1.78, p = B9. The items of the MSPSS and PTCI were
not missing completely at random, ¥°(33) = 55.74, p = .01, and
XH115) = 17817, p = 001, respectively.

Using the SPS5 Statistics (Version 20), the following statistical
procedures were applied: (a) interitem correlations 1o analyze
relationships among the STSE Scale items to eliminate items
whose correlations with each other were too high or too low; (b) a
principal component analysis to explore possible dimensions of the
STSE Scale; (c) Cronbach’s alpha to asscss internal consistency
relighility; (d) confirmatory factor analysis to test hypothesized
unidimensionality of the scale; (¢) corrected item-total correlations
and Pearson’s comrelations to test the relatonships among STSE
and the measures sclected to establish validity of the new instru-
ment; and () a principal components analysis to examine discrim-
inant validity (Clark & Watson, 1995) of the STSE.

The confirmatory factor analysis was performed with AMOS
{Version 200, The maximum likelihood was used as an estimation
method. Because univariate nonnormality and multivariate non-
normality were diagnosed, a bootstrap procedure was performed
with 1,000 bootstrap samples (Byrne, 2009). Three conventional
goodness-of-fit indices (Byrne, 2000) were used to evaluate global
model fit: root-mean-square error of approximation (RMSEA),
comparative fit index (CFI), and standardized root-mean residual
(SEMR).
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Results

Preliminary analyses, Corrected item-total correlations were
high(Item I: r = 75, Item 2: r = 77, Item 3: r = 61, tem 4: r =
T3, Item 5: r = 66, Iem & r = 74, Item 7: r = 68, ltem 8: r =
58, and Item & r = 63; all ps < .001). Pearson's correlations
were computed among nine items of the STSE Scale, Results of
the comelations revealed that the cormrelation between Item | and
Item 2 was high, A(245) = 82 This high comrelation indicated that
these two items may have measured the same aspect of secondary
trauma seli-efficacy. Therefore, ltem 2, “Deal with the impact
these people have had on my life)” was dropped from further
analyses becanse 1t was & more gencral statement than Item 1.
Afier Item 2 was removed from the STSE Scale, ltem 6, "Keep
emotional balance afier realizing what had happened to these
people,” had high comclations with ltems 4, 5, and 7, all s = 63
(ps = 001}, in addition to a relatively higher corrected item-total
correlations with remaining items. These high correlations indi-
cated that lItem & shared a high percentage of the variance with
these three items specifically. Therefore, ltiem 6 was dropped from
further analyses, resulting in seven items on the STSE Scale. The
final version of the instrument is presented in Figure 1. Comrected
item-total correlations for the seven-item version ranged from .53
to .79, Sample distribution analyses showed that the data were
negatively skewed for all items, with the distribution differing
significantly from normal {(ps = .001).

Exploratory and confirmatory analysis. A principal compo-
nents analysis was performed to explore the component structure
of the seven ttems included in the STSE Scale. The analysis
extracted one component accounting for 36.80% of the vanance
{e1genvalue = 3.98) on a basis of the eigenvalue greater than 1 for
inclusion of a component. Factor loadings of the nems ranged
between .71 and B3,

A confirmatory factor analysis for a one-factor unconstrained
model showed relatively poor model-data fir, RMSEA = 116,
9% lower and upper confidence limits [.0B7. .147], CFl =
936; and SEMR = 047, Modification indices showed that
error variances of ltems 4 and 3 should covary. The modified
model presented good fit with RMSEA of 071, 90% lower and
upper confidence limits [037, 106]; CFI of .978; and SRMR of
036, In sum, the results indicated that the seven-item STSE
Scale consisted of one component.

A confirmatory factor analysis conducted with the bootstrap-
ping viclded similar fit indices and factor loadings, and there-
fore suggested good model-data fit. Additonal analyses showed
that model-data fit was poor (with RMSEA values above _10)
when confirmatory factor analyses were conducted for eight-
item and nine-item versions of the STSE Scale, with two
previously excluded items (2 and 6) taken into account.

Reliability and validity amalyses. Internal consistency of
the seven-item STSE Scale was a = .87, which suggests good
rehability. To examine validity of the STSE scale, we computed
Pearson's correlations among STSE and theoretically relevant
constructs (i.e., secondary traumatic stress, social support, sec-
ondary traumatic growth, negative cognitions). As expected,
STSE was negatively correlated with secondary traumatic stress
and negative cognitions {cf. Table 2), with 29 2% shared vari-
ance. Consistent with our expectation, STSE was positively
correlated with social support. There was a small significant
positive correlation between STSE and secondary traumatic
growth. Results of partial correlation analyses {with the number
of direct trauma exposures controlled) indicated that the asso-
ciations between STSE and the other study varables remained
significant and similar in size (Table 2).

Table 2
Pearson’s Correlations Among the Study Variables
Miasire 1 2 3 4 5 [ 7 8 9 10 11 12 13 14
1. STSE 23T Mt 26T P AT — 49T — et — 61T 13 it
2. Support: Total are B R I & A I e | e il 13" g 25
3. Support: Family e 3 AT 5 -7 -0 -3 -6 A14® L
4. Suppon: Friends ArT BT 54T Jw =07 -0 - -5 A0 LT A
5. Supporn: Others 23T BFTTOA3TTT 497 -1 -0 —18" -0 A0 D6 20
6. STSS: Total —54TTT - F3TT 30T 297 -4 B3t BT 95" 005 07 — &5
7. STSS: Intrasion =43 -2 -8 -2 -3 AT Spee 3 07 — 497
& 8. 8TS5: Avoidance =S4T - 30T - 3T - 3F 28T gttt 71 T - 16 8 -8
E 9. STSS: Arousal =S5l — 18" 137 -2 —2F 94 T B3 —.03 M -8l

1. Secondary trammatic

erowih e 147 A3 A Ao Ao Rk 06 A 05 F
1. Negative cognitions:

World =3T3 29T - 2R 207 AT 34T 49T 45T -8
12, Megative cognitions:

Self —5I" 39T 37T - 5FTT 507 58T 40T 57T 53T 1D S
13. Direct trauma

exposure L | e A | -3 A 05 a1 3 1o 18 i
14. STSE* JETT 30T 35T 0P 55T —407T - S4TTT —-5177 18T 317 —497

Note. Correlations in upper diagonal region show valoes for Polish data (Study 2). Comelations in lower diagonal region show values for U.S. data (Stady
1. STSE = Secondary Tranma Self-Efficacy; Support = Perceived Social Support Scale scores; STSS = Secondary Traumatic Stress Scale: Direct tranma
exposure in Study | represents the number of direct trauma experiences; direct trauma exposure in Study 2 represents whether participants have experienced
any of direct tragmatic events (with direct exposure dommy coded using 0 = ac and 1 = yes)

* Direct exposure partialed out.

fpe 05 pe 0l e 001
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To examine disciminant validity of the STSE Scale, we per-
formed a principal components analysis with the seven items of the
STSE Scale and the randomly selected seven STSS items. Based
on cigenvalue greater than 1 as the inclusion cnterion, we identi-
fied two components accounting for a total of 35.82% of the
vanance (eigenvalue = 781} One component consisted of the
seven items of the STSE Scale (factor loadings ranging from .69 to
E0), and the other component consisted of the seven STSS items
(factor loadings ranging from 51 to .B4).

Study 2

The results of Swdy | provided preliminary support for validity
and reliability of the STSE Scale, as well as for its unifactorial
structure. As data were collected cross-sectionally, the time sta-
bality of the scale was not tested. Moreover, participants worked
with a specific population (i.e., traumatized military patients). A
longitudinal cross-validation study conducted in a different sample
of professionals (1e.. indirectly exposed to civilian-related trau-
mas) was needed. To rectify these limitations, we designed Study
2 to longitudinally evaluate the psychometnic properties of the
STSE Scale among workers providing services to traumatized
civilian population within a different cultural context (in Poland).
Extending the findings of Study 1. Stwdy 2 provided a cross-
cultural cross-validation study.

Method

Participants. Health care and social workers providing ser-
vices for civilian survivors of traumatic events participated in the
research. The study was a pant of a larger investigation focusing on
determinants of how job demands and resources contribute to
development of secondary traumatic stress. Inclusion criteria for
the present study were (a) working at least | vear as a health care
provider (nurse or paramedic) or social worker; (b) providing
services for a civilian population sufferning from trauma; and (c)
being indirccily exposed to trauma through interaction with pa-
tients or clients. OF 309 participants, three participants were ex-
cluded becanse they reporied having no exposure to potential
sccondary traumatic events; this resulted i a sample of 306
participants {71 men, 23.26). Table | displays demographic in-
formation of the sample. The mean age was 35,41 years old (8D =
8.59) at Time 1. The sample consisted of 148 health care providers
(48.4%), 115 social workers (37.6%), and 39 other professionals
(12.3%). A lower average education level among Study 2 partic-
ipants compared with those in Study | resulted from the differences
in the occupations and the national regulations pertaining to the
academic degree reqguired for registered practice. In particular,
47% of Swdy | participants were clinical psychologists, who are
required to have a doctorate degree in order to practice, whereas
the majority of Study 2 participants were nurses and social workers
who are required to have a bachelor’s or master’s degree in order
to practice their profession. Pamticipants were indirectly exposed to
different types of troumatic events at work, including life-
threatening illness or injury (88,95 ); physical assault (87.3%);
sudden, unexpected death of someone close (82.79); transporta-
tion accident (73.2%); natural disaster (30.1%); or military-
related trauma (9.5%). Additionally, 73% of respondents re-
poried that they experienced a direct exposure to traumatic event

at least once. The number of direct exposures to trauma was not
assessed.

Of those 306 participants who completed the Time | assess-
ment, 193 (37 men, 19.2%) took part in Time 2 measurement {(sce
Table 1 for demographics). Attrition analysis showed no signifi-
cant differences between completers and dropouts 1n terms of age,
items of the STSE Scale, and the STSE Scale total score {is =<
1.47, ns), as well as relationship status and education (x7s < 4.78,
ns). However, compared with dropouts, completers were more
often women and social workers, ¥* = 4.45. p < .05, The mean
age for Time 2 was 3541 years (SD = £.59). The sample for Time
2 consisted of 88 health care providers (45.6%), 79 social workers
(20.9%), 23 others (11.9%), and three respondents who did not
provide information about their profession (1.608).

Measures. Participants completed the same set of measures as
in Swudy 1, such as (a) Secondary Trauma Self-Efficacy Scale (x =
JBEY), (b) Secondary Trauma Exposure Scale; (c) Secondary Trau-
matic Stress Scale (os = .93 for a total score and .79 for Intrusion,
85 for Avoadance. and 87 for Arousal Symptoms subscales); (d)
Multidimensional Scale of Perceived Social Support {as = .96 for
a total score and 96 for Support From Family, 96 for Support
From Friends, and .93 for Support From Significant Others sub-
scales); and the short form of the Posttraumatic Growth Inventory
(o = 92). The Seccondary Trauma Exposure Scale in Study 2
assessed whether participants have experienced directly any of the
10 traumatic events. The scale measuring the negative cognitions
about the world and self was not included. The Polish versions of
the scales were preparcd using back-translation procedures. As in
Swdy |, participants were asked to respond to the items in the
context of work-related indirect exposure 1o trauma.

Procedure. Data were collected with a web-based survey. The
following recruitment strategies were applied: distribution of leaf-
leis and a public presentation of the study durng the annual
national meetings of professional organizations, advertisements in
specialist journals reaching all registered professionals, and infor-
mation posted on web sites for specialisis and pracutioners {mental
health professionals, nurses, doctors, and emergency and social
services workers) working with trsumatized clients. Those who
were interested were informed sbout the study aims; they then
provided informed consent and filled owt the questionnaires. Six
months later, respondents received an e-mail invitation to take part
n Time 2 measurement. The mean time elapsed between Time 1
and Time 2 surveys was 162.26 days (8D = 3935). Personal
identification codes were used to secure anonymity. The study was
approved by the IRB at the first authors” home institution in
Poland.

Analvtical procedures. As in Swdy |, missing data were
replaced using the hot deck imputation method (Myers, 2011). In
wotal, 1.39% values were replaced. The Linle's MCAR tests indi-
cated that items were missing completely at random for the fol-
lowing scales: the STSE Scale at Time 1, ¥*(16) = 1822, p = 31;
the STSE Scale at Time 2, x%(30) = 32.92, p = 32; the MSPSS,
K (9B) = 11581, p = .11; and the STSS, §*(193) = 21720, p =
L The PTGI items were not missing completely at random,
¥(33) = 8006, p = 0L

Cronbach’s « served as the index of internal consistency reli-
ability. Pearson’s correlation was used to assess test—retest reli-
ability by correlating Time | and Time 2 STSE scores and to test
vahdity of the scale by comrelating STSE with the relevant con-
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structs. We performed the exploratory and confirmatory factor
analyses using the same procedure, software, and interpretation
criteria as in Study 1.

Results

Preliminary analyses. Table | displays means and standard
deviations of all variables. In line with Study 1, Items 2 and 6 were
removed from nine-item version of the STSE Scale, and the
seven-itemn version was used for further analysis. Pearson's corre-
lations among nine items of the STSE Scale (Time 1) showed that
the comrelation between Items | and 2 was high, A304) = 81, p <
001, and that ltem & was highly correlated with Items 4, 3, and 7,
rs = 68, Sample distribution showed that Items 1, 3. 4, and 7 were
normally distnbuted, and Items 5, 8, and 9 were mildly and
negatively skewed, with the distnbution differing significantly
from normal {(ps << 001

Exploratory and confirmatory factor analysis. Using the
data obtained from 306 participants, we performed the principal
components analysis to explore possible dimensions of the STSE
Scale (Time 1). The analysis extracted only one component ac-
counting for 61 87% of the vanance (eigenvalue = 4.33). Factor
loadings for the seven items ranged between (64 and (87,

The confirmatory factor analysis was performed to further eval-
uatc the paramcter cstimatcs and model fit of the one-factor
solution of the STSE Scale. In line with Study |, error vanances of
Items 4 and 5 were assumed to covary. The analysis, conducted for
306 participants, suggested good model-data fit with RMSEA =
030, 909% lower and upper confidence limits [.00%, 083]. CFl =
991, and SRMR = .023. These results showed that the STSE
Scale consisted of one primary component.

Reliability and validity of the STSE scale. Imemal consis-
tency of the STSE Scale was assessed at both time points. Cron-
bach’s alpha values were 89 at Time | and B8 at Time 2,
indicating good internal consistency. Test-retest reliability was
ecxamined on the sample of 193 participanis who completed the
STSE Scale at both measurement points (165-day penod). The
association between the STSE scores at Time | and Time 2 was
hagh, {191} = 65, p < 001

Table 2 displays correlations among STSE &t Time | and
theoretically relevant constructs. As expected, STSE was nega-
tively correlated with secondary traumatic stress. Consistent with
the hypotheses and the results of Study 1, STSE was positively

CIESLAK ET AL.

correlated with social support. In line wath the results of Study 1,
STSE and secondary traumatic growth were positively associated,
although the correlation was small. Resulis of partial comrelatons
{with direct trauma exposure controlled) indicated that associa-
wons between STSE and the other study vanables remained sig-
nificant and similar in size (Table 2). Across the study varables,
participants exposed o trauma directly did not differ from those
without a direct exposure (all Fs < 1.93, ps > 168).

Factor model invariance. A two-group model representing
the respective samples was tesied in order to evaluate if the
one-factor structural model tested in Study | and Study 2 was
nvanant across the U.S. (n = 247) and Polish (rn = 306) samples.
Because of multivariate nonnormality, the bootstrap procedure was
performed (Byrne, 2000). Table 3 displays the goodness-of-fit
statistics for the two-group model. Compared with the uncon-
strained model (see Model 1, Table 3), the model with factor
loadings, vanances, and the covariance constrained to be equal in
both groups (Model 2, Table 3) differed significantly in terms of fit
indices, Ay*(15) = 90.02, p < 00]. Therefore, Model 2 was
rejected. Further, the model with emor varances constrained to be
equal for two groups (Model 4, Table 3) was also rejected,
Ay29) = 7691, p < 001.

Further analyses showed that the nested model with factor
loadings constrained to be equal across both groups (Model 3,
Table 3) did not differ from the unconstrained model, Ay*(6) =
10.69, ns, and therefore Model 3 should be accepted. Additionally,
the model with the covanance constrained to be egual in both
groups (Model 5, Table 3) did not differ from the unconstrained
model, Ay*(1} = 040, ns, and therefore Model 5 should be
accepted. Based on these results, the final model with factor
loadings and the covariance constrained to be equal across both
groups (Model 6; Table 3) was compared with the unconstrained
model. The results indicated that the final model did not differ
form the unconstrained model, Ax™(7h = 10.72, as, and thercfore
Model 6 may be accepted as the final model. Factor loadings of the
items in the final model are displayed in Figure 2.

Differences in associations across Study 1 and Study 2.
Across both studies, similar Pearson’s comelations were found
among STSE Scale and the following indices: Perceived Social
Support—total score, z = 113, p = 26: Perceived Support From
Family, z = 0.37, p = 71: Perceived Suppont From Friends, 7 =
0.76, p = 44; Perceived Support From Significant Others, 7 =

Tabl: 3
Goodness-of-Fit Stanstics for Tests of Invariance of Factor Structure for Study 1 and Study 2
Wodel Description ¥ “if RMSEA  CFI SEMR  GH NFI Ay® ANF1

I. Hypothesized madel (unconstrained)y 5119 2.0 043 DR& A36 974 a7z — —
2. Factor loadings. variances, and covariance constraiped

to be equal 142 30 347 06T 45 i) 8937 925 L UL i 048
3. Factor loadings constrained o be equal 6287 197 042 JDE3 45 969 967 1065 o0&
4. Variances constrained 1o be aqual 12910 a0 AT D A53 542 932 Th.91* 041
5. Covariance constrained to be equal 52.59 1.95 041 Y 36 974 72 [UE ] ELLI
6. Factor loadings and covariance constrained to be equal

(final model) 6291 1.91 041 i 45 969 967 1072 o0&

Note.  The Ay® indicates a change in a chi-square statistic from the hypothesized model: df = degrees of freedom. RMSEA = root-mean-square error of
approximation; CFl = comparative fit index: SRMR = standardized root-mean-square residoal; GFl = poodness-of-fit index; NFI = pormed fit index.
***p = 001: A significant Ay® value indicates that the model was not a good fit for the hypothesized model.
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0,284 /0,486
¥

Dl with emotions

0.542 ! 0.456

Find meaning

0,280 / 0,508 48 0T

Control distressing thoughts

0.643/0.755

Deal with (houghts

0,358 n'j.!]ﬁ]"

Be supportive

0,791 /0860

Cape with iheaughts

0520/ 1.208

Get help

Fipure 2. Final two-group confirmatory factor analysis model of the Secondary Trauma Self-Efficacy Scale.
Swndardized regression weights (ie.. factor loadings), variances, and correlations between eqror variances are
presented. In the final model, factor loadings and covariance are constrained to be equal in Study 1 and Stndy
2. Mumbers before the slash refer to Stody 1, numbers after the slash refer to S3mdy 2. STSE = Secondary
Trauma Self-Efficacy. Full list of the STSE Scale items presented in Figure 1. All parameters significant at p <

a0l

037, p = .71; Secondary Traumatic Stress—total score, z = 1.79,
p = 107, Secondary Traumatic Stress—Intrusion subscale, z = 0.89,
A8 Sc:mdar}' Traumatic Stress—Avoidance subscale, ;1 =

30 Secondary Traumatic Stress—Arousal subscale,
]T[I p = 08; and Secondary Traumatic Growth, z = 0.12,
p = 91 In sum, the associations found in the two studies (Table
2) did not differ significantly.

fo=
"Eu

(zeneral Discussion

Our studies evaluated the charactenstics of the Secondary
Trauma Self-Efficacy (STSE) Scale. a measure designed 1o capture
beliefs about the ability to deal with bammiers associated with
secondary exposure to trauma. This short seven-item scale tackles
the barriers of tasks st work (including providing services to
trauma survivors), but it also refers to controlling emotional and
cogmitive reactions related to the indirect exposure. Compared with
other measures of self-efficacy that were previously applied in the

context of exposure to sccondary trauma, the STSE Scale 1s
specific to challenges posed by the indirect exposure to trauma,
ncluding environmental (ie., work-related) and ndividual (cog-
nitive and emotional) demands. As proposed in SCT, self-efficacy
beliefs, which make a difference in specific stressful situations,
should closely reflect the demands related to this sitwation (cf.
Bandura, 1997). Further, in line with optimal matching hypothesis
{Cutrona, 1990), the scale matching both stressful demands and
stress owtcomes may offer the best approach to investigating
self-efficacy related to secondary exposure.

Results of the present studies supported the one-factor structure
of the STSE Scale and its good relinbility. Factor analyses com-
paring the two language versions indicated the invanant structure
of the scale. Such structure is in line with 5CT, assuming that
self-cfficacy is a onc-dimensional construct (Bandura, 1997). Uni-
factonal structure of other types of sclf-cfficacy, such as general
self-efficacy or self-efficacy refernng to coping with one’s own
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trauma, were also confirmed in studies testing psychometnc char-
actenstics of other sclf-cflicacy measures (Hyre et al, 2008;
Lambert et al., 2012; Schwarzer & Jerusalem, 1993). Further,
self-cfficacy referring to seccondary trauma, measured with the
STSE Scale, showed high stability over 6 months. According to
SCT. moderate to high stability may be expected, because self-
cfficacy may fluctuate over time due to mastery expericnces over
environmental and intrapersonal challenges (Bandura, 1997). In
sum, the results provide evidence for good psychometric propertics
of the scale and verify its theoretically assumed structure.

In both swdies, secondary trauma self-efficacy was related 1o
the selected constructs, as hypothesized. The negative associations
between STSE and secondary traumatic stress were significant and
moderate, indicating that beliefs abow ability to deal with chal-
lenges related o secondary trauma exposure are important in
predicting lower levels of sccondary traumatic stress. The size of
cormrelation coefficients comesponds to associations between self-
efficacy and health outcomes reporied in meta-analyses dealing
with survivors of pimary trauma {Luszczynska et al., 2009). In the
oaly other study testing for associations between secondary trau-
matic stress and self-efficacy (Bonach & Heckert, 2012), rescarch-
ers applying a measure of efficacy that referred to respondents”
own role and efficiency at work found weak associations, and only
1% of secondary traumatic stress variance was explained. In con-
trast, self-efficacy measured with STSE Scale explains 235%394%
of variance in sccondary traumatic stress. In conclusion, the STSE
Scale showed a potential to help explain the psychological distress
process among workers exposed to sccondary trauma,

The comelations between secondary trauma self-efficacy and
other trauma-related cognitions such as negative cognitions about
self and abowt the world (Foa & Rothbaum, 1998) and secondary
traumatic growth were significant (higher self-efficacy was asso-
ciated with less negative cognitions and with higher growth) and in
the low to moderate range. Therefore, the amoum of variance
shared between these vanables was not high, confirming that
STSE and other constructs are distinct aspects of cogmitive func-
tioning afier secondary exposure to trauma. Similar strength of
associations between self-efficacy and cognitions about self and
the world was found in rescarch dealing with victims of primary
exposure o trauma (Cieslak et al., 2008). We have dentified no
other study showing associations between self-efficacy and cog-
nitions abouwt self and the world in the context of secondary trauma
exposure; therefore, our findings provide a preliminary nowvel
evidence for the interplay between positive and negative cogni-
tions among professionals exposed to sccondary trauma. Future
research should investigate if these general negative cognitions
operate through trauma-specific cognitions, such as STSE.

Finally, secondary trauma self-efficacy measured with the STSE
Scale was moderately related to higher levels of social suppont
from family, friends. and other significamt sources. The findings
are in line with posttraumatic adaptation model assuming that
social resources should foster self-efficacy beliefs (Benight &
Bandura, 2004) as well as in line with models explaining associ-
ations between social support and cognitions (Schwarzer & Knoll,
2007). Further, models explaning factors affecting practitioners
working with clients exposed to trauma focused solely on support
from work-related sources {cf. Voss Horrell et al., 2011} Our
findings suggest that support from sources outside work may also
play a relevant role. As two previous studies acoounting for self-

efficacy and social support among professionals exposed to sec-
ondary trauma did not test for the associations between these
constructs {Bonach & Heckert, 2012; Ortlepp & Friedman, 2002),
no companson between our results and previous rescarch can be
made. Our findings, therefore, provide novel preliminary evidence
for the relationship between self-cfhicacy and suppont from sources
outside work.

In sum, the present research provides evidence for the validity of
the STSE Scale. All hypothesized associations of secondary
trauma self-efficacy with the secondary traumatic stress, negative
cognitions, secondary traumatic growth, and perceived social sup-
port were confirmed. The sizes of correlation coefficients were
similar in both language versions of the STSE Scale. Future studies
are needed to further evaluate whether the STSE Scale is a superior
predictor of adaptation after secondary exposure to trauma, com-
parcd with other measures of self-efficacy, such as general =clf-
efficacy (Schwarzer & Jerusalem, 1995) or work-related efficacy
{Bonach & Heckert, 2012).

The strength of our rescarch lies in testing the STSE Scale
properties in two different contexts. Similar pattemns of associa-
wons emerged from data collected in the Umited States and Poland,
and the two language versions showed similar psychometric prop-
erties. The findings were similar for workers exposed to civilian-
related secondary trauma and those who were exposed to second-
ary trauma through providing services to military personnel. These
results indicate that the STSE Scale is a robust measure and allow
for a preliminary conclusion that secondary trauma self-efficacy
may have similar propertics and operate similarly across different
cultural contexts. Further research is needed to investigate indi-
viduals in different types of occupations, such as oncology nurses
or juvenile justice education workers, who may suffer from rela-
uvely high levels of secondary traumatic stress (Bride et al., 2007
Dominguez-Gomez & Rutledge, 20090; Hatcher et al., 2011).

The utility of the STSE Scale in secondary trauma experiences
that are unrelated to work, such as secondary trauma exposure
reporied by partners of cancer patients or spouses of military
service members, may be low. Three items of the STSE Scale refer
o barners expenienced due to working with trawmatized individ-
uals. Further, a reference to interaction with other people at work
may nol be ideal in case of some professionals exposed o sec-
ondary trauma, such as clergy members (Hendron, Irving, &
Taylor, 2012). The phrase “working with these people”™ could be
replaced with “interacting with these people,” but other versions of
the STSE Scale with language adjustments would require addi-
tional psychometric evaluations.

Our research has some limitations. Data were collected among
relatively heterogeneous samples, but several occupational groups
that may suffer from relatively high secondary traumatic stress
were not included (eg., emergency nurses or juvenile justice
system workers: Dominguez-Gomez & Rutledge, 2009; Hatcher et
al.. 2011). Although both studies applied multiple recruitment
strategies in order to reach diverse target populations, these are
both convenience samples. Future research needs to account for
the representativeness of the samples.

The wtility of the STSE Scale was not compared with the unliy
of other measures of self-efficacy. The instructions in the onginal
measures assessing social support, growth, and negative cognitions
were modified 1in order to tackle participants’ functiomng in the
context of work-related secondary exposure. Changing more gen-
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cral measures (1.e., refermng to any type of trauma exposure or any
type of stressful event) into specific measures by means of nar-
rowing down the mstructions mught inflate the observed associa-
tions between the constructs. The number of situations of dinect
exposure to traumatic cvents was not evaluated in Study 2. Future
rescarch needs to account for other occupational groups, differcnt
types of sclf-cfficacy, and other stress outcomes, such as job
burnout or dimimshed quality of life. Studies aiming at further
psychometric evaluation of the STSE Scale may consider includ-
ing additional items to assure that the STSE concept is covered in
a sufficiently broad way. On the other hand, short versions of the
STSE Scale may be needed for multivariate investigations. Future
studies need to clarify how the secondary trauma self-efficacy
construct may operate and whether it influences practitioners’
well-being and their effectivencss at work. Developing a psycho-
metrically sound measure of the secondary trauma self-efficacy
was an essential step preceding research on evaluating mecha-
nisms and the effects of secondary trauma self-efficacy.

The present study investigated the propemtics of a new measure
of self-cfficacy, referning to coping with secondary trauma expe-
riences. The data collected among professionals working with
civilians and military trauma victims indicated good psychometnc
charactenstics of the STSE Scale and it invanance for two lan-
guage versions. The interest in research on secondary traumatic
stress 15 growing as organizations and practiioners call for iden-
tifying protective factors (Elwood et al., 2011; Tyson, 2007; Voss
Horrell et al., 2011). Secondary trauma self-eflicacy may consti-
tute one of the key protective individual resources, promoting
well-being and operating in concert with other individual and
environmental resources (Luszezynska et al., 2009). Cur research
proposes a new measure to assess this personal resource.
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Secondary Traumatic Stress Among Mental Health Providers
Working With the Military

Prevalence and Its Work- and Exposure-Related Correlates

Roman Cieslak, PhD,*T Valerie Anderson, PsyD,* Judith Bock, PsyvD,* Bret 4. Moore, PsyD i
Alan L. Peterson, PhD,§ and Charles C. Benight, PhD*

Abstract: Our resgarch assessed the prevalence of secondary traumatic stess
(5TS) among mental health providers working with militry patiens. We alo
investigated personal, work-related, and exposure-related correlates of STS.
Finally, using met-analysis, the mean level of STS symptoms in this popu-
lation was compared with the mean level of these symptoms in other groups.
Participants (¥ = 224) completed messumes of indirect exposume o trauma
(fe, diversity, volume, frequency, matio), appraizal of secondary exposure
impact, direct exposure to trauma, STS, and work charsciernaics. The preva-
lenoe of STS was 19.2%. Personal history of trauma, complaints about having
00 many patents, and mofe negative appraisals of he impact caused by an
indiroct expoaie o Tauma were associated with higher frequency of STS
symptoms. A met-analysis showed that the severity of intrusion, avoidance,
and arousal sympioms of STS was similar across various groups of pro-
fessionak indirectly exposed to trauma (¢.g, mental health providers, rescoe
workers, social workers),

Key Words: Secondary traumatic stress, indinect exposune 1o trauma,
mental health providers, militry trauma.
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he mtes of posttmumatic stress disorder (PTSD) among the US

military and veterans across studies range from a current preva
lence of 2% to 1 7% toa lifetime prevalence of 6% to 31% (Richardson
et al., 2010). These rates are higher than in the general US popula-
tion, in which the cument prevalence is 3.5% (Kessler et al., 2005)
and the lifetime prevalence is 6.8% (Kessler et al, 2005). The
numbers of military or veteran patients seeking mental health care
have grown drastically in recent years. The Department of Veterans
Affairs (WA) alone has observed a 200% increase in the number of
patients with PTSD receiving behavioral health services, from
139,062 in 1997 to 279,256 in 2005 (Rosenheck and Fontana, 2007).
With & growing need for treatment, the VA alone added 4,330 mental
health professionals to its workforee (Voss Horrell et al,, 2001). These
statistics show that the population affected indirectly by trauma,
through providing services for tmumatized patients, is growing
mpidly. Given the exponential ncrease in chnical need and poten-
tial for secondary exposure by military mental health providers, the
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purposes of this investigation were threefold: a) to explore the
prevalence of seoondary traumati ¢ stress (STS) among mental health
providers working with military patients and to compare the severity
of 8T8 symptoms in this population with other mental health pro-
viders; b to test the relationship between indirect exposure to trau-
ma and 8T5; and ¢} to investigate the possible correlates of STS.
These aims were achieved through a two-study approach, with study
I focusing on the prevalence and correlates of TS and study 2
conducting a meta-analysis to compare our sample prevalence with
other indirectly exposed samples.

Psychosodal Effects of Indirect Trauma Exposure
Adoss Occupational Groups

Whereas most studies examining the effects of PTSD have
focused on trauma survivors or victims, information about the effect
on providers delivering tmuma treatment is more limited. ndirect
(also called vicarious or secondary) exposure to trauma through work
with tmumatized patients might have a positive effed on providers
postiranmatic growth (Brockhouse o al., 2001), but it is also pre-
dictive of higher distress (Pearlman and Mac lan, 1995), increased
negative cognitions (eg., low level of self-tmst; Peadman and Mac
lan, 1995), and higher job burnout { Ballenger-Browning etal., 201 1).

Maost studies imvestigating the negative effects of indirect
trauma exposure on mental health providers have focused on a set of
conceptually overlapping outcomes. These include vicanous trap-
matization (McCann and  Pearlman, 1990), compassion fatigue
(Figley, 2002), and TS (Bnde et al, 2004). The ongoing discussion
ahout the similarities and the differences between these concepts
(Jenkins and Baird, 2002) shows that their definitions share one or
maore of the following components: indirect exposure to a traumatic
material, PTSD symptoms, and negative shifts in therapists™ cogni-
tive schema, STS is usually associated with thempists” PTSDHike
reactions, such as intrusive re-gxpenencing of the trmmatic maten-
al, avoidance of trauna triggers and emotions, and increased arousal,
all resulting from indirect exposure to clients” tmuma (Bride et al.,
2004). Compassion fatigue is defined as reduced empathic capacity
or client interest manifested through behavioml and emotional re-
actions from exposuns to traumatizing experiences of others (Adams
etal., 2006). Finally, vicarious trawma 1s the negative cognitive shift
in thempists” worddview (MeCmn and Pearlman, 1990),

The incongruities in these definiions have led to some research
discrepanciss on the consequences of indirect tmuma exposure and
have also hindered cross-sample comparisons. This study used the
term secondary traumatic stress to measure the indirect exposure to
clients” trauma material that leads to the providers” PTSDHlike symp-
toms of re-experiencing, avoiding, and hyperarousal, comesponding
with criteria B, C, and D, respedtively, of the Diagnos tic and Statistioal
Marual of Mental Disorders, Fonath Edition, Text Revision (DSM-T1-
TR, Amencan Psychiatric Association [APA], 2000).

Prevalence of STS differs acmss studies and occupation
groups. For example, when measured with the Secondary Traumatic
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Stress Scale (STSS; Bride o al, 2004), DSM-TIZTR (APA, 2000)
aiteria B, C, and D for a PTSD-like diagnosis of STS were meat
by 152% of social workers (Bride, 2007), 163% of oncology staff
(Quinal et al., 2009), 194 of substance sbuse counselons (Bride
e al, 2009), 20.8% of providers treating family or sexual violence
(Choi, 201 1a), 32.8% of emergency numes (Dominguez-Gomez and
Rutledge, 2008, 34% of child protective services workers (Bride
a al., 20073, and 39% of juvenile justice education workes (Smuth
Hatcher et al, 201 1). There is no estimation of the prevalence of 5TS
among mental health specialists providing treatment for military and
veterm patients. In addition, we were unable to identi f any research
on severity of the intrusion, avoidance, and aronsal symptoms in this
specific group of providers. Therefore, the present study aimed
at identifving STS prevalence and symptom severity among mental
health providers working with military patients.

Using a meteanabytic approach, we wmed to compare the
seventy of the 5T3 symptoms identified in the present study sample
with the severity of these symptoms among other populations offering
services o trmumatized dients. Becmse the discrepancies batwem
studies testmg the prevalence of STS may result from applying different
msessment methods, prevalence metr-analysis should com data
willected with the same messure (eg, the STSS; Bride o al., 2004).

The Complexity of Indirect Exposure to Trauma

The next atm of this study was to mvestigats the basic assump-
tion that indirect exposure to tmumatic events is a critical factor in the
development of 8TS symptoms. Wheres messuring direct exposure
to trawwma 15 2 standand approach in swdies on PTSD, many studies
on 8T8 focus more on the FTSD-like symptoms, reflecting DSM-TETE
ariteria B, C, and [¥ for a PTSD diagmosis (APA, 2000), and pay less
attenition to the indred exposure (mitenon A1) hypothetically coansing
these symptoms. Moreover, even if a messure of indirect exposun:
is used in a study, it is often analyzed as a dichotomous or one-
dimensional variable, wually refemring to duraton of work with tmn-
matized patients (Devilly o al., 2009; Galek et al, 2011).

Assurng that exposure to trauma patients 15a one-drmensional
onstmet may partially explain the inconsistendes in research on
the associations betwesn indirect tmuma exposure md ST5 (Sabin-
Farrzll and Turpm, 2003 To clarify which aspects of the eoxposure may
be relevant for STS, we accounted for four indices of indimsct tmuma
exposure in mantal health providers: divemity, volume, frequency, and
mtio. Divemity reflected the vanay of indired tranma exposure and
allows for determining whether 2 provider treats patients for PTSD
cused by one type of traumatic event (e g, natural dissster) or whether
a provider offers sarvices for patients with PTSD cansed by multiple
types of troumatic events (e.g, a combat-relted ecperimee, transpor-
tation accident). Volume refarad to the number of patients treated
for eposure to o tmumatic event. Frequenoy indicated how often a
provider was exposed to a patient’ tmumatic material Ratio indicated
the percentage of tmumatized patiants in the provider’s case load. Fur-
ther, hecause the mental health providers in this stdy provided ther
services to militiry and vetemn patients, the mtio of patients with
trma cused by a military combat experience was also considered.

Psychosocial and Work-Related Correlates

In addition to the indirect exposure to tmuma, orgamzational
mnd individunl factors may affect pmfessionals working with tran-
matized military patients (Voss Horrell et al, 2012 For example,
o provider’s own direct exposure to traumatic events may contribute
to 8TS symptoms (cf. Devilly et al, 2009). Thus, one’s personal
trauma history should be accounted for when testing for the rela-
tmship between indirect exposure and 5T5. Becent research indi-
ated, however, that the results of studies testing the relationship
between pemsonal history of trauma and STS wem inconclusive

(Elwood et al, 2011). The discepmcies in the results may, to some
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degree, depend on the tvpe of the dirsct trauma exposun: measured.
For example, lifstime personal history of trauma, but not past-year
trauma exposure, was positvely correlated with STS in child pro-
tective services workers (Bride et al., 2007).

Theories of PTSD emphasize the importance of cognitive
appraisals as contributors to the etiology and maintmance of FTSD
(Dalgleish, 2004; Ehlems and Clark, 2000). In particular, negative
appratsals about the nature and meaning of the event (e.g, whether
it offers threat or safety), sbout the self (e g, rmctions to the event
and subsequent trauma symptoms), and about the world (eg., other
people’s reaction to the event) are all smd to contnbute to the
development of postraumatic distress (Ehlems and Clark, 2000).
Other types of cognitive appraisals may imvolve evaluations of the
mmportance or tmpact of the stress exposure on subsequent func-
tioning. Indeed, theories of stress assume this type of cogmitive ap-
prasal as a key component of stress and adaptation processes
predictive of stess consequences (Lazams and Follanan, 1984).
Further, the individual’s appraisal of the impact of the exposune is
related to the DSM-FIZTR (APA, 2000) crterion F for the PTSD di-
agnosis regarding the significance of functional imparment. Ther-
fore, the present study investignted the relationship bebtween the
mental health providers” apprmsal of the mmpact of the ndirect
exposure and 5T5 symptoms.

In addition to the indirect exposure, apprasal of its impact,
and direct exposure to tmuma, some work chametenstics may also
predict 5T5 in mental health providers. Theories explaining distress
among workers highlighted that work-related demands and work-
related support have predicted emplovees” well-bang (Cieslak et al,
2007; Van der Doef and Maes, 1999). In line with this assump-
tion, work-related charactenstics were found to predict 5TS symp-
toms, and their effect was stronger than the effect of the indirect
exposure {Devilly et al., 2009).

Omz workc-related charactenstic specific to mental health pro-
viders is the type of psychotherapy prowided, such as prolonged ex-
posure (PE). One might consider this to be arisk factor for therapists,
vet any assumptions should be made with caution becanse prviding
exposure therapy for trauma patients was not fond to be related to
5T5, whereas clinidans who advocate exposure therapy but do not
provide it for patients were found to present strong STS symptoms
(Deighton et al., 2007).

Professional social support is often identified as a protective
factor for the development of STS. The results, however, are am-
biguous, even for studies using the same measure of 5TS. For ex-
ample, imvestigntors of Intemet child pornography who indicted
high social support from family md friends reported low STS, but
strong reliance on co-workers was correlated with high 5T5 (Perezx
et al., 2000). High work-related social support was found to predict a
low level of avoidance symptoms but was unrelated to intrsion and
arousal symptoms of 5T5 (Argentero and Setti, 201 1). In addition,
some aspects of organizational support (eg., informational support)
sean to be an important protective factor for development of 5TS
symptoms (Choi, 201 Ib). There is also evidence for reducing 5T5
symptoms through professional support recerved in climcal supervi-
sion (Creamer and Liddle, 2005). This evidence shows that profes-
stonal supervision may const tute a protective factor for development
of §T5. Collectively, the msearch 1s equivocal on the positive and
nemtive effects of professional support for mental health providers.

5TUDY 1: PREVALENCE AND CORRELATES OF 5T5
The purposes of this study were twofold: a) to test the rela-
tionship between indirect exposure o trmma (measured with a
multidimensional assessment of the exposure, including diversity,
volume, frequency, and mtio) and 5TS md b) to imvestigate the
possible cormelates of STS: personal history of tmuma, providers®
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appmisal of the impact of secondary exposure, work chameteristics,
md professional support.

Methods

Participants and Procedure

This study was part of the ongoing SupportMet Project
designed to evaluate indirect exposure to tmumn; work-related de-
mands and resources; and their mmpact on job burnout, work en-
mugement, and 5T5 in military mental health providers. Data wens
ollected by means of an online survey. An e-mail with information
ghout the SupportMet study and a link to the survey was sent to on-
post and off-post hehavioral health providers working with military
patients, The off-post providers (e, located in the ctalian commup-
nity) receved an mvitation to this study through an online newsletier
sent by TriWest Healtheare Allisnce, an organization that manages
health benefits for military patients and their farmlies. The on-post
providers (Le., working within military installations) were contacted
by e-muil sent by the director of the Department of Behavioml Health
at Evans Army Commurity Hospital at Fort Carson, CO, and by the
pEvchology consultant to the US Army Surgeon Geeneral.

Of 339 participants who initally consented to this study, 224
(Bf%0) met themclusion eniteria| Le , working af least | year as a cinical
pEvcholgist, counseor, or social worker; providing services for o
military populaton; and being indrectly exposed to tmuma through
work with patients) and completed the survey. The memn ape was 48,92
(5D, 13.04) vears, and the mean length of work experience was 16,40
(512, 10.42) years. Demogmphic and work chametenstics of the sample
are presented in Table 1. The participants were predomimantly women
(67%); with doctomte (54%) or masker’s degrees (46%); and working
frll time (78%) or part time (22%) as climcal psychaologists (45%),
conmselors (31%4), or sodal workers (23%4). Shightly more than half of
the sample was serving as on-post (37%); and the mest, as off-post
(43%%) behavioral health providers. The sample was almost equally
split between those who did and those who did not have any military
experience | 44% and 56%, respectively). One fifth of the sample ( 19%)
had deployed to a combat zone at least once. They reporked wing a
mixture of different thempentic approaches, with most repaorting cog-
nitive behavioral thempy (CBT, 9(F4), followed by cognitive process-
ing themapy (CPT, 42%), PE (3(F4), md eyve movement desensitiztion
mnd reprocessing (EMDER, 29%4).

Measures
The online questionnaire consisted of seveml instniments.

Indirect exposure to trauma

The Secondary Trauma Exposre Scale (STES) was devel-
oped for the purpose of this study to measure mentul health pro-
viders' indirect exposure to traumatic events. Similar to the brief
instuments desimned for screening direct sposure to trauma (Morris,
1990}, the STES consists of the list of potentially traumatic events. In
the STES, however, participants are not instmected to mdicate the
tmumatic events they pemonally experienced but to check the events
(answers yes or no) they were exposed to through their work with
patients, The hst of 10 events md uded natuml disasters, transporta-
tion neddents, other serious accidents, physical assmlts, seol as-
saults, other life-threatemng crimes, military combat or exposurn: to a
war zone, life-threatenng illness or injury, sudden death of someone
dose, and a global category of “other™

The STES measures four aspects of mdirect exposure: diversity,
volume, frequency, and ratio. The diversity index 15 caloulated by
counting how may types of tmumatic events wene chedied on the list
(range, (-10) Volone and frequency of an indirect euposure wens
measured with two sepante questions also rfemring to the list: “During

201 3 Lippincott Williams & Wilking

your professional career, how many of vour patients ecperiencad at
least ome of the above events?™ (the response scale “none, 1or 2, 1000
less, 50 ar less, 100 or less, a few hundred, and a fow thousand™ was
coded as 0, 2, 10, 50, 100, 500, md 1000, respectively) and “During
your entire professional carser, how frequently have vou worked with
patients who experienced at lest one of the above events?"* (scale, 1-7:
never, a few days in a year; | day a month, a few daysa month, 1| day a
week, o few days a week, and every day), respectively. The ratio of
indirect exposure was assessed with two guestions estimating the per-
centage of the providers” clients who were traumatized.

Appraisal of the impact of indirect exposure

The appraisal of the impact of being exposed to the history and
details of patients’ traumatic events was assessed with 10 items. The
participants wene asked to assess how hearng about each checked
event in the STES affected tham. The responses are given on a scale
from 1 to 7 (from “wvery negative™ through “neutral™ to “very posi-
tive™). The item mean score was caleulated as the mdex of appraisal.
The Cronbach’s o was 0,92,

Direa exposure to trauma
T control for the providers " direct exposune to tmuma, we asked
a question refernng to the list of 10 potentilly tranmatic events

TAELE 1. Demographic and Work Characteristics of the
Behavioral Health Providers Participating in the Supporthlet
Study

C haracteristc n “a
Sex

Male 75 33

Female 149 67
Rclationship status

Long-term commitied relationship 169 75

Mot in a relationship S0 n
Profession

Clinical psy chologist 102 45

Counselors or psychotherapists 0 31

Social workers 52 3
Education

Master’s degree 103 A6

Doctorate or professional degroe 120 b
Employment

Part time 49 n

Full time 175 T8
Military expericnce

Mo mililary service 125 56

Active or former military Q8 H

Deployment 43 19
Therapy

CBT 201 o0

CPT 95 42

PE [ 30

EMDR L] e
Waork sctting

On-post providers 127 57

Off-post providers 97 43

N =224 for the ton] sample. Frequancies may not add up i 224 hecanse of missing
data. Pereemages mey mot sum op o 1000 hecamse of missing det or munding off.
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TABLE 2. Descriptive Statistics for the Demographic, Work-Related, and Exposure-Related Characteristics

Ramnge

Variahles Mean 8D Actual Potential
Age 4892 13.04 2E-8D —_
Years of work experience 16,40 10.42 145 —
Work chamcteristics and professional support

Too much paper work 27 1.31 1-5 1-5

Too many patients m 1.23 1-5 -5

Mo, hours of ndividual clinical supervision or consultation per month 251 3.90 0-28 —

Mo, hours of group clinical supervizion or consultation per month 217 1325 -2

Frequency of peer suparvision 432 149 1- 1-7
Diirect exposure 324 154 149 010
Indirect exposune to trauma

Diversity of cxposune T.41 218 1-10 0-10

Vi hume 423,89 20549 2-1000 0-1000

Frequency 617 .96 -7 1-7

Ratio: percentage of tmumatized patients 63.32 25,25 2-100 0100

Ratin: percentage of patients descnibing a graphic military combat experience jroz 2854 0-100 0-100
Appraisal of mdirect trauma cxposue i 0.77 1-6 1-7
5TS LR 10.65 17-66 17-85

PResponse rates for indices of volume, fequency, and fraquency of peer supervision mre providad in e Bk and Expasune Characten sty ssation (s Resule for smdy 1)

included in the STES: “How many of the tvpes of tmumatic events
listed above have you pemsonally expenenced?” (scale from 0 to 10).

Secondary traumatic siress

Symptoms of secondary trauma were measursd with the STSS
(Bride et al., 2004). This 1 7-item, self-eport instrument evaluaied the
frequency of intrusion, avoidmce, and amusal symptoms resulting
from an indiredt exposure o tmuma at work, The st of symptoms
worresponds to the B, C, nd D diagnaostic criteria for PTSD specified in
the DSVM-TEETR (APA, 2000). The responses were given on 4 scale from
1 to 5 (from “never’” to “very often ™). The participants indicated how
often each of the symptoms was expenenced in the last month. Scores
were obtaned by summing the items . Good psychometne properties of
this instrument have been dananstmted in many studies (Bnde, 2007;
Bnade et al., 2004). The reliability in owr study was o = 0.79 for in-
trusion, « = 0.87 for svordance, o = 0.84 for arousal symptoms, and
=093 for the total score,

Work characteristics and professiomal support

Several survey questions were designed to gain knowledge
ahout work content, work-related demands, and resources. We asked
#bout the pnmary occupational mole (chnical psychologist, counsdor,
mvchothermpist, or sodal worker), therapentic approaches used in
work with chents (CBT, CFT, PE, or EMDR), employment status
(part time or full ime), veas of work exparience as a mental health
provider, the exact number of hours of individual and group super-
vision received monthly, md frequency of professional peer support
(scale, 1-7: never, a few davs in a vear, | day a month, a few days a
month, 1 day a week, a few days a week, and every day). We also
mssessed the participants’ perception of their workload in the last
month by asking how frequenthy they were constramed by a) having
too much paper work and b) having too many pahents (scale, 1-5:
less than once per month or never, onee or twice per month, once or
twice per week, once or twice per day, and seveml times per day).
Demographic information

Sociodemographic information was collected: sex, age, ghest
level of education, relabonship staus, mibitary status, and deplovment
to 2 combat @one

920 | wiww jonmd.com

Results
Work and Exposure Characteristics

Table 2 presents means, stndard deviatons, and actual and
potatial ranges for the main vanables of this study. The parttiapants
were recetving a mean of 2.51 hours of individual clinical supervi-
swon and 2,17 howurs of group climecal supervision per month, They
were receiving peer suppart by discussing the patients with col-
leagues for a few days a month (mean percentage of response cite-
gones: never, 1% a few days m a vear, 13%; | day a month, 16%; a
few days a month, 27%; 1 day aweek, 15%; a few days aweek, 23%,;
and every day, 5% ). The respondents also indicated that they were, on
average, constrained by having too many patients (ie., once or twice
per month) and, more frequently, by having too much paper work
(Le, onee or twice par week). All the providers reported at least one
pemsonally expenenced tmumatic event, with a mean number of ap-
proximately 3 (5D, 1.84) A similar number of pemsonally expen-
enced tmumatic events wer mreported among mihtary medical
pemonne (Maguen et al., 2008,

TAELE 3. Frequency and Percentage of the Behavioral Health
Providers Meeti ng‘thc Diagnostic Criteria for 5TS Due to an
Indirect Trauma Exposure Through a Practice with Traumatized
Military Patients

Criteria n B

Mo criteria met T6 319
Criterion B: intrusion 129 57.6
Criterion C: avoidance a7 9
Criterion [ arousal 353
Criteria B and C 53 17
Critcria B and D s
Criteria C and D 51 g
Criteria B, C, and D 43 19.2
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TABLE 4. Compari %\tensmy of Intrusion, Avoidance, Arousal, and Total Score of the ST3S in the SupportMet Study With

Results Obtained in

Intrusiom, Mean (SIN Avoldance, Mean (SN Arousal, Mean (SN Total score, Mean (SI)

Sty Participants | m)

SupportMet study  Bohavioral health providers working .91 (2.96)
with miitary trauma (224 )

Bride (2007) Social workers (276) B.1E (3.04)

Bride ct al. (2007) Child protective services 10,97 (4.07)
workers ( 187)

Bride ot al. (200%) Substance abusc coumsclors (225) B.E3 (3.28)

Chai (2011a) Providers for survivors of family or 9.10 (2.90)
sevual violence (154)

Smith Hatcher Juwenile justice education 10064 (3.19)

ctal (2011) workers (59)

1333 (506) 9,68 (3.63) 31.91 (10.65)
1258 (5.00) £.93 {3.56) 20,60 (10.74)
15 64 (5 95) 11.58 (4.22) 3820 (13 38)
13.14 (5.54) 9.27 (4.10) 31.20 (12 30)
13 40 (5.00) 9.5(3.5) 32.07 (10.39)
15.73 (4 90) 1137 (3.79) 3774 (10.74)

In terms of secondary exposure, the providers indicated that,
on avemge, durng the course of their professional canser, they
treated seven different types of trouma (of. divemsity), worked with a
few himdred tmumatized patients {percentage of response @begories
for volume: none, (Fa; 1 or 2, 1%; 10 or less, 2%:; 50 or less, 12%;
100 or less, 18%; a few hundred, 54%; a few thousand, 13%), and
treated traumatized patients for 2 few davs a wesk (percentage of
mesponse cateporiss for frequency: never, (Fh; a few days in a year,
Po; 1 day a month, 2%; a fow days amonth, 6%; 1 day a week, 10%;
u few davs a wed, 38%:; every day, #4%). The providers declared
that, in thar professional @reer, approoomately 63% of the patients
were mumatized (of, mto) .u.nd 32% experienced militaryrelated
tmumas. The appraisal of the impact of this indirect trauma eqpo-
sure on the providers was negative (3.34 on a scale from 1 to 7, with
3 meaning “somewhat negative™).

Prevalence of STS

Tahle 3 presents how many behavioral health providers met the
diagnostic criteria for STS. The algonthm proposed by Bride (2007)
follows DSM-TFETR meommendations for a disgnosis of FTSD
(APA, 2000) mnd includes criteria B (intrusion or re-experiencing), C
{avoidance), and D {amousal) and their combinations, Crterion A (an
indirect or direct exposure to tmuma) was met by all participants as
part of the inclusion critena for this study. According to the algo-
nthm, symptoms of ST5 includad in the STSS are endorsed 1f the
given cormesponding itemn is scomed 3 or higher on a scale from 1 to 5.
At least one symptom must be endorsed to meet eriterion B, three for
ariterion C, and teo for eriterion [

Tahle 3 shows that despite being indirectly exposed to the
tranmatic history of patients, 33.%% of the parbcipants did not meat
my of the B, C, or I} critenia for PTSD. However, 19.2% of the
providers met all three core criteria for PTSD. The three occupational
groups (commseloms or psychothempists, social workers, and clhimcal
pEvchologsts) did not differ in terms of meeting all three diagnostic
ariteria ¥° (2, N = 224) = L48, p = 0478, urmmnﬁul"ﬂacrnem
total STS scores, H2221 =079, p= 13455 n° = 0,007, Different
wombinations l:IrT."M:I of the aiteria wens ﬁ:l.lm:l in 22 8% to 29.5% of
the study population. The critenon met most frequently was intrusion
(57.6%), followed by arousal (35.3%) and avoidance (299%). Table 4
presents desariptive statistics for intensity of intrusion, avoidmee, and
arousal symptoms and for a total score on the STSS,

Correlates of ST

Further statistical analvses explored whetha the participants®
demogrphic, exposure-related, and work-related characteristics wen:
related to STS. In the case of the categorical variables, a senes of
one-way analvses of vadance were used to test for STS differences

201 3 Lippincott Williams & Wilking

across sex, relatiomship status, profession, education levels, employ-
ment, military status dc:plu:,rnc:nt, different types ul'ﬂ'Jmpc:m -
proache wsed mwurk with patients (CBT, CPT, PE, or EMDR), and
type of work setting (on-post versus off-post pm‘.'idm:i]. Desaiptive
statistics for these varinbles are presented in Table 1. None of these
charackeristios had a sigmificnt effect on intensity of STS (all Fs < 160
and p's = 0.207).

Correlational analysis (Pearson’s r) conducted for continuous
varables showed that several work- and exposurerelated factors
were associated with STS. As shown in Table 5, only one of five
indices of indirect tmuma exposure, the ratio of traumatized clients in
one’s professional career, was correlated with STS. The providers®
pemanal history of trmma, being constrained by having too many
patients, and too much paper work were also positively assoaated
with 5TS. Finally, the providers” appraisal of impact of indirect ex-
posure to tmuma was negatively cormelated with 5T5 (ie., more
negative appraisal correlated with higher level of symptoms).

In additton, 2 mgression malvsis was conducted with five
significant comelates of 5TS entered as predictors of the STS
symptoms. The mgmssion squation was sigmficant, F{5218) =
16.14, p = 0,001, B = 0.27. Multicollmearity was not a problem in
these data {VIF = 1.33). Overall, the predictors explained 27%of 5T5
vanance. Having too many patients ([ = 027, p = 0.001), higher
levels of direct exposure to trmima (B = 017, p = 0.004), and more
negtive apprisal of impact of indirect exposure (B =0.33, p < 0.001)
predicted higher frequency of STS symptoms. The effects of amount
of paper work (5 = 0.04) and the ratio of traumatized clients in one's
professional carser ([ = 0.05) were negligible. Study 2 followed up
these findings to compare our prevalence ratings with other samples.

STUDY 2: META-AMALYSIS

Sevenl studies have evahuted the frequendes of 5T5 across
groups of behavioral health professionals. These studies relied on
similar methods but reached different condusions in tenns of STS
symptoms. One possible wiy to integmite the ecisting evidence would
be to conduct a systemabic review or meta-anabysis, which collates all
empirical evidenoe wing the svstematic procedure of search, ex-
traction, and evaluation of studies to minimize mesearchers’ biases.
Compared with systematic review, meta-analysis accounts for the
fact that anabyeed studies may differ in tooms of stabistical powe. In
addition, meta-anabysis allows for statisiical estmation of the mean
level of symptoms across the samples (weighted mean). |t also allows
for calculation of the confidence intervals (Cls), which, with the
assumed probability level (usually 95%), indicate intervals within
which the man level of symptoms for the population should be -
cluded. These mefernoe points might be very useful for diagnostic
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TABLE 6. Meta-analysis Results for Severity of STS Symptoms

Heterngenelty 958, C1 for Mean
STS K Mean Qo Py, Lower Level Upper Level Fi
Intrusion ] 9.41 BT Eq*+* .31 E.63 10,19 13.58%
Avoidance [ 13.93 52.50%%* Q.48 12.94 1492 27.49%%%
Argusal [ 10.03 TON2*** 9286 920 1086 23.76%**
Total scome [ 3291 132 9R*** 0624 24.51 3631 1E.9p%**

N= 1155 significant 7 values indicat Srt varaton in meams anss sudiss s doe to heropendity of the sndies méer fian diznce; % indicates the pexemizge of the il
vasizhility in the anahred stdies due o e heterogmaty .0, due o batween smdy variability); 2 low kevel of s index would indicate varishility due o sampling emor; significant 2

wvahies indicate Sut the estimated mean values are differant fom zem.
k indicates number of sudis; mean, weighted men valie
a4 0001

purposes. The aim of study 2 was to compare the mean level of STS
in the imvestigated population with the mean levels of STS in other
populations.

Methods

Deescriptive statistics found for behavioml haalth providers
working with the military were compared with statistics obtained
from previous studies in which TS was measured with the STSS.
Articles cited in Table 4 were identified through searches of date
hases (PsychINF O, PILOT, MEDLINE, and ScienceDirect) for peer-
reviewed articles published in English through April 2002 The onby
kev wond used for identification of research was the name of the
scale: Secondary Traumatic Stress Scale. A number of cnteria had to
be mat to be included in the meta-analytic review. Participants had to
be indirectly exposed to trauna through their work. In additon, the
article must nclude information about sumple size, men values, and
standand deviations for each subsale of the STSS ad for the total

Of the 27 articles identi fied and reviewed, 5 met the inclusion
ariteria. Most studies were excluded because, although these pro-
vided a total score for the 5T55, these did not provide appropriate
descriptive statistics for the intsion, svoidance, and arousal eritena.
The sample s for the mndividoal studies induded in the meta-
malysis ranged from 89 to 276, and a total of 1155 participants
were ncluded in the meta-analysis,

Results

Table 6 displays the mesults of the meti-analysis. Significant
mesults of heterogeneity test (Cochran’s () indicated that vanation in
mean values across the studies is doe to heteropeneity mther than
change; therefore, the mndom-effect meteanalysis method was ap-
plied. Most of the vanability across the samples was due to between-
studies variability (7 = 9(%4) and not due to sampling emoms. AcToss
the samples, the 95% CI for the mean values of the STSS would be
8.53 to 10.51 for intrusion, 12.82 to 1531 for avoidance, 9.06 to
11.15 for arousal, and 28,81 to 37.45 for total STSS score.

The mean values for mtrusion, avoidance, arousal, and total
soore from the SupportMet study wers contained in 2 range of re-
spective Cls calaulated in the meta-anabysis. This indicates that the
severity of $TS symptoms in the SupportMet sample is similar to the
severity of these symptoms in other investigated populations. This
conclusion remams vahd even if the results of the current study are
excluded from the meta-malysis,

DISCUSSION
A logical extension of the psychological strain endured by
military members who have completed deployments to rag and
Afirhanistan is the presence of 3TS svmptoms in those who came for

20 3 Lippincott Williams & Wilkins

them. Previous research targeting clinicians working with civilian
population showed that among those who were indirectly exposed to
traumnatic matenial thrmough work, a seeable percentage (15%-3%4)
expenenced STS (Bride, 2007; Bride et al., 2007, 2009; Choi, 201 la;
Dominguer-Gomer: and Rutkedpes, 2008, Smuth Hatcher et al, 2001;
Quinal et al., 2009). The present study documents the level of 5TS in
military behavioral health providers. A hmited impact of indirect
exposure to trauma at work on developing STS symptoms was
found in approximately a third of military behavioml health pro-
viders, wherss one in five reported meeting all criteria of PTSD
because of mdirect exposwre o tmuma. Compared with rates of
current PTSDY among vetemns (2%—17%; Richardson et al., 2010)
orthe general population (3.5%; Kessler et al., 2005) the prevalence
observed in the present study s ligh. B may be assumed that the
performance of different tasks (including those work related) may
be affected by PTSD symptoms (cff Wald and Taylor, 2000, Be-
cause symptoms of ST5 seem to be a common problem, military
behavioral health providers may need easy access to effective psy-
chosoctal interventions (for overview, see Stergiopoulos et al.,
2011), targeting the reduction of ST5 symptoms and therefare im-
proving their work outcomes,

The meta-analybc results demonstmite similar rates of STS
symptoms in the sample of military behavioral health providers and
among other high-nsk professions such as ememgzency md msoue
workers, substance abuse counselom, and agmov-based social
workers (Argentero and Setti, 201 1; Bride, 2007; Bride et al ., 2004).
The results of our meta-analysis, indicating similar levels of STS
symptoms acmoss the studies, support the validity of our findings and
allow for cautious generalimtions. A lack of differences across
workers exposed to secondary tromma and providing services to
varous tvpes of clients may indicate that the type of performed work
(e.g, social work, education, or counseling; working with tmuma-
timed familics, offendems, military) may play a neghgble role in
explaining 5T5 symptoms. Om the other hand, although levels of STS
are similar, its symptoms may be explined by different predictors
across populations.

(O findings shed light on exposune-related work character-
istics that may contrbute to the development of STS. Acmss the
mdices of exposure, only the mbo of tmumatized clients m one's
professional career was mssocimed with 5TS among the providers
working with military patients. So far, rescarch indicated that the
percentage of tmumatized chents mav be a prevalent stressor among
professionals working with tmumatized clients (Bride et al, 2009).
Woss Horrell et al. (201 1) sugeested that secondary exposure char-
acteristics, such as vears of experience in trauma treatment, total
hours per week spent working with trauma patients, and caseload
balance, may have a potential to affect clincuns working with vet-
erans of Iragi and Afghanistan operations. These suggestions,
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however, were hased on a review of scamce research conducted among
providers serving civilian populations. The results of our study sug-
gest that the multidimensional structure of secondary exposure at
work should be taken into account when predicting 5T5.

Perhaps the most important correlate to consider refers to per-
ceptions of the negative impact oftrauma-related work, The imponance
of cognitive appmisals of significant environmental stressors (e,
trauma chmeal work) 1s conststent with the geneml theories of stress
mnd well-heing (Lamrus and Follkman, 1984) Resarch conducted
among workers providing services to civilian population and exposed
to secondary tmuma indicated that assocations bawemn siress ap-
praisal and well-being may be particulardy relevant among those with
lower personal resources, such as selfefficacy (Pmb o al., 2010). Fu-
ture research should look for individusl and organimtional resoumces
protecting behavioml health providers who perceive high negative im-
pact of work on their own mental halth,

As previously noted, job-rdated demands (eg, workbad, or-
munizational constraints) and mesources (eg, support from pears or
supenors) predict employess’ well-being (Cleslak et al., 2007; Van der
Doef and Maes, 19990 The present study mdicated that a highe
number of patients md more admmistmtive paper work constitute m-
portant work-related damands, associated with higher levels of STS.
Voss Horrell et al. (201 1) Isted case load size and a lack of availability
of support as the potentally cntical job-related demands influsncing
weell-being of providers warldng with tmumatized vetemans of military
aperations in fragand Afghanistan. Our findings are in linewith results
reported by Devilly etal. (2009), in which job stress levels wene found
to be particulary tmportant in predicting STS.

Work-related resources such as social support and peer super-
wision were unrelated to STS levels. This findmg 1s in contrast to other
msearch, suggestng that more support from collkeagnes and supervi-
sory support wene related to lower 5T5 among workers providing ser-
vices bo civilians (Ar and Setti, 201 1; Chot, 200 1b; Creamerand
Liddle, 2005). Voss Horrell o al. (2011) also lsied peer supervision
among potential protective fictors, relevant for the mentl health of
providers working with troumatized veterns of operations in frag and
Afirhanistan. Agmin, this sugpestion was made on the basis of research
onducted among providers working with civilian populatons. Cne
explanation for the discrepandes between the findings might be the
unigque nature of the chain of command in the supervision of military
clinicians. Work stress research highlighted the mle of support of
rmanagers supenons in predicting employees” mental health (of, Cieslak
et al, 2007). Clearly, the mle of work-related support from different
soutces (supervisors, co-workers, and mmagers) in pradicing STS
mequires further research.

We found that the greater the number of diredt exposure to
trauma is, the higher the reported level of 8TS 15 This observation is
consistent with previous research, conducted among  providers
working with civilian clients (Pearlmmn and Mac lan, 1995), and in
limiz with the hypothesized daerminants of mental health of providers
working with military populations (Voss Horrell et al, 2001). What
remains unclear is how personal trauma history interelates with
work-hased deanands, indirect exposure, and msources to influence
ST5. Future research should investigate whether particular types of
trmuma, such as childhood abuse (¢f Marcus and Dubi, 2006), may
play a particularty salient role and moderate the impact of work-
related secondary exposure.

O study has several hmitations. A cross-sectional design and
wmvenimes samphng do not allow for amy casal conchisions. The
mensure used to capture direct personal exposume was developed for
this study, and therefore, 1t has not been previously vahidated. Although
applving assessment methods such as the Chnicdan-Admmstered
FISD Scale could be supenior, an individual clinicl assessment was
not feasible for the present study. it should be noted that previous
mesearch that measured direct exposure and STS applied even mone
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limited assessment methods such as “Do you have a trauma histo-
ry?"” (Peadman and Mac lan, 1995). Future research should use a
standardized climical nterview approach to secure a more accurate
assesgment of trauma exposure. The present study focused on one
negative effect of indirect trauma exposure (e, STS as a set of
PTSD-like symptoms), whereas other possible conseguences or
conceptulizations (e.g, compassion fitigue or vicanous traoumati-
zation ) were not analyzed. Consequently, the findings are limited to
ST5. Further longitudinal studies tinzeting representative samples
of mental health providers serving military men and women are
required.

CONCLUSIONS AND FUTURE DIRECTIONS

Previous mesearch targeting behavioral health providers work-
g with military patients has been hmited (cf. Peterson et al., 2009).
Hypothesized nsk and msoume factors affecting the wellbeing of
behavioral health providers working with the militry were based on
findings predominantly referring to civilian providers workang with
civilian clients (Voss Horrell et al, 20010 Cur study 15 among the
first showing empinical evidence for high prevalence of 5T5 (19.2%)
among providers working with the mihtary. The results of the meta-
analysis contribute to the litemture showing that the rates of STS
prevalence are similar across samples of workers performing differ
ent types of duties, in various populations of chents. Further, the
present research highlights the need for multidimensional evaluation
of secondary exposure, with only one dimension (ratio, fe, high
percentage of traunatized clients in one’s professional career)
emerging as a significant correlate of ST5. In line with research
conductsd among workers providing services to traumatized cial-
1ans, we found that pemsonal history of trauma and cons tmints related
to patient load are associated with STS levels.

Further theary-based research is needed to evaluate the mole of
risk and protective factors related to paychological resiliency factors
(Maguen et al., 2008) such as selfefficacy (Pt et al, 2010) or
support from supenors (Cieslak o al., 2007) in predicting ST5. There
is 1 lack of studies investigating how STS interfaces with other crit-
ical negative (e.g, bumout) and positive (e.g, postiraurmatic growth)
outeomes. Such studies will provide a cribeal msight into the
mechanisms responsible for the onset and the maintenmnee of mental
health problems and thus inform the development of theory- and
evidence-based supportive interventions, neaded for mlitary behav-
ioral health providers.
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Appendix Ill: Paper: Meta-analysis of the relationship between job burnout and secondary
traumatic stress among workers with indirect exposure to trauma.
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The study provides a systematic review of the empirical evidence for associations between job burnowt
and secondary trammatic stress (STS) among professionals working with trauma survivors, indirectly
exposed to tranmatic material. Differences in the conceptualization and measurement of job burnowt and
5TS were assumed o moderate these associations. A systematic review of literaiure yielded 41 original
studies, analyzing data from a total of 8.256 workers. Meta-analysis indicated that associations between
job burnout and STS were strong (weighted r = &%), Studies applying measures developed within the
compassion fatigue framework (one of the concepioalizations of job burnout and 8TS) showed signif-
icantly stronger relationships between job bumout and STS, indicating a substantial overlap between
measures (weighted r = 74; 55% of shared variance). Research applying other frameworks and measares
of job burnout (ie.. stressing the mle of emotional exhasstion) and 5TS {i.e., focosing on symptoms
resembling postiraumatic stress disorder or a cognitive shift specific for vicarous tranma) showed
weaker, although still substantial associations (weighted r = 58; 34% of shared vanance). Significantly
stronger associations between job burnout and 5TS were found for: (&) stodies conducted in the United
States compared to other countries; (b) siudies wsing English-language versions of the guestionnaires
compared to other-language versions, and (c) research in predominantly female samples. The resalts
suggest that, due to high correlations between job burnout and STS, there is a substantial likelihood that
a professional exposed to secondary trauma would report similar levels of job bumout and 5TS,

& A

particularly if job burnout and STS were measured within the framework of compassion fatigue.

Keywords: secondary trauma. secondary exposure, secondary traumatic stress, job burnout, mets-

analysis, compassion fatigoe

The concept of job bumout was onginally developed to assess
negative consequences of work-related exposure to a broad range
of siressful situations expenenced by human services employvees
(Freudenberger, 1974; Maslach, 1976; Maslach, Schaufeli, &
Leiter, 2001). In particular, the provision of care to traumatized
populations may be infused with high levels of bumout among
mental health care providers and mental health care admimstrators
(Newell & MacNeil, 2011). Burnout among health care providers

relates to their well-being. the quality of life of their patients. and
caring effectiveness (Cheung & Chow, 2011).

Becent rescarch on mental health providers has extended the
focus beyond job bummout to investigate the conseguences of
exposure to specific stressors, such as contact with people who
have experienced traumatic events, exposure o graphic trauma
content {reporied by the survivor), or exposure to people’s cruelty
to one another (Pearlman & Saakvitne, 1995). These job-related
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stressors, specific o human service professionals working with
trauma victims or survivors, have been labeled with several terms,
such as secondary exposure or indirect exposure fo frauma.

Professionals exposed to trauma indirectly, through their work,
may suffer from conscquences or symptoms unique to this ocou-
pational group, compared to other occupations (Beck, 20110
These specific consequences of indirect trauma exposure have
been conceptualized as secondary or vicarious traumatization (Mc-
Cann & Pearlman, 1990}, secondary posttraumatic stress disorder
(PTSD); Bride, Robinson, Yegidis, & Figley, 2004), and compas-
sion fatigue (Figley, 2002). Significant elevation of symptoms of
compassion fatigue may be expected among mental health provid-
ers, including those working in the public sector setting (Mewell &
MacNeil, 2011).

Secondary trauma or secondary PTSD may occur due to work-
related indirect exposure and in the context of family-related
indirect exposure. Besides human services workers, populations at
nsk for indirect cxposure include family members or intimate
partners of survivors of vanous types of trauma, for example,
velemns or active duty soldiers, motor vehicle tranma survivors, or
abuse survivors (cf. Lambert, Engh, Hasbun, & Holzer, 2012). The
present study focused on consequences of work-related exposure
and, therefore, our analyses excluded family-related indircct ex-
posure.

The ongoing discussion about the constructs of burnout, com-
passion fatigue, and secondary traumatization (Jenkins & Baird,
20002) has shown that although there are subtle differences between
them, they are also partially overlapping. 5o far, the debate has
been dominated by narrative analyses of these differences with
limited empirical evaluation (R. E. Adams, Boscanino, & Figley,
2006; Jenkins & Baird, 2002; Sabo, 2011; Thomas & Wilson,
2004). In comtrast, comprehensive analyses empirically testing
similarities and differences between respective constructs, and thus
providing overarching conclusions across the recent research, are
clearly needed. To fill this void, our meta-analysis investigated the
relationships among job bumout and psychosocial consequences
of a secondary exposure to trauma (i.e., compassion fatigue, sec-
ondary PTSI), or vicanouws trauma; collectively, secondary trau-
matic stress [STS]) in professionals working with trauma survi-
VOIS,

Job Burnout

Job burnout may be defined as a prolonged three-dimensional
response to job stressors, encompassing exhaustion, cynicism, and
inefficacy (Maslach et al., 2001). In contrast to the proposal of
Maslach et al. (2001), three related approaches suggest that job
burnout might be reduced to a single common experience: exhaus-
tion. The first of these approaches defines as physical, emotional,
and mental exhaustion (Malach-Pines, 2005). According to the
second conceptualization, burnout concems physical and psycho-
logical fatigue and exhaustion (Knstensen, Bomitz, Villadsen, &
Christensen, 2005), measured in a domain-specific context. The
third approach defines burnout as physical, emotional encrgy. and
cognitive exhaustion, which may result in depletion of coping
resources (Shirom & Melamed, 2006).

Mot all contemporary theonsts, however, have landed on the
one-dimensional exhaustion frame for burnout. A two-dimensional
Job burnout framework proposed by Demerouti, Bakker, Varda-

kou, and Kantas (2003} focuses on exhaustion and disengagement
{1e., distancing oneself from work and negative attitude toward the
waork-related objects and tasks). Demerouti et al. (2003} proposed
a relatively broad conceptualization of burnout, defined as long-
term consequences of prolonged exposure to job demands. Obwi-
ously, there 1s a potential overlap between cynicism and negative
attitude toward work bringing this approach closer to that of
Maslach et al. (2001).

The variety of conceptualizations and operationalizations of the
job burnout construct raises many concemns. Scientific advance-
ment relies on agreed on definitions and measurement. In the case
of job burnout, there appears to be consensus only related to the
exhaustion component. Our meta-analvtic review, including mod-
erator analyses, provides critical information to clanfy some of
these concepuual challenges. The area of 8TS also falls victim o
construct definition confusion.

Secondary Traumatic Stress

In the present study, we use the umbrella term secondary frau-
matic siress to discuss such effects of secondary exposure as
secondary PTSD (Bride et al, 2004}, vicarious traumatization
{McCann & Pearlman, 1990), and the STS aspect of compassion
fatigue (Figley, 2002).

STS (also called secondary FTSD) is usually conceptualized as
reactions resembling PTSD, and thus includes symptoms that are
parallel to those observed in people directly exposed to trauma
{Bride ct al., 2004). There are three clusters of symptoms: intrusive
reexperiencing of the trmumatic material, avoidance of trauma
wriggers and emotions, and increased physical arousal (Bride et al.,
2004). These consequences are assumed to result from indirect
exposure to trauma among human services providers whose clients
or paticnts suffered from primary exposure.

The concept of vicarious trauma focuses on cognitive effects of
indirect exposure (Pearlman, 1996). A negative shift in woddview
oceurs as a result of an empathetic engagement with clients’ or
patients’ traumatic material (Pearlman, 1996). The symptoms of
vicanous trauma include disturbances in the professional’s cogni-
tons in five arcas (i.e., safety, trust, esteem, intimacy, and control),
mn reference to oneself and others (Pearlman & Saakvitne, 1995).

Another theoretical framework uses the term compassion fa-
figue to explain the consequences of secondary exposure 1o tranma
at work (Figley & Kleber, 1995). Compassion fatigue is defined as
a reduced empathic capacity or client interest manifested through
behavioral and emotional reactions from exposure to traumatizing
experiences of others (R. E. Adams et al., 2006} Initally, the
broad definition of compassion fatigue (Figley & Kleber, 10935)
focused on any emotional duress experienced by persons having
close contact with a trauma survivor. More recently, aspects of
burmnout were additionally incorporated into the compassion fa-
tigue concept capturing the element of energy depletion (Stamm,
20100,

Of import, the definition of job bumout included in compassion
fatigue differs from the more common approaches reviewed carlier
that focus more on exhaustion (e.g., Demerouti et al. 2003
Maslach et al., 2001). Within the compassion fatigue framework,
burnout 1s described as being “associated with feelings of hope-
lessness and difficultics in dealing with work or in doing your job
effectively” (Stamm, 2000, p. 130 It is not completely clear
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whether the resulting construct of compassion fatigue 1s unitary or
composed of two distinct dimensions (Figley & Stamm, 1996;
Jenkins & Baird, 2002}, although some evidence has suggested a
two-dimension structure (R, E. Adams et al., 2006). Compassion
fatigue 15 measurcd with the Professional Cuality of Life (Pro-
QOL; Stamm, 2010). Compared to other job burnout scales, the
burnowt items of the ProQOL arc not focused on exhaustion
symptoms, but, instead, refer to lack of well-being, negative atti-
tudes toward work, work overload, or a lack of sclf-acceptance.

Burnowt and other consequences of secondary exposure to
trauma {e.g.. secondary PTSD and compassion fatigue) should be
moderately related, because their theoretical frameworks cach
have a different emphasis. Besides exposure to clients’ reports of
their traumatic experience, burnowt is related to workplace struc-
tural strains and chronic organizational issues (Lee, Lim, Yang, &
Lee, 2001). PTSD-like symptoms of sccondary PTSD and vican-
ous traumatization are conceptually linked only to those workplace
factors that refer to indirect exposure to trauma content (Jenkins &
Baird, 2002; Schauben & Frazier, 1993). In contrast, compassion
fatigue refers to a broad range of emotional or cogmiive conse-
quences of secondary exposure. We believe that differences n
defining and measuring the effects of indirect traumatization may
be crucial for testing the relationship between job burnout and
other consequences of secondary exposure to trauma.

Collectively, the research on burnout and negative consequences
related to secondary exposure to trauma suffers from definitional
and measurement challenges, Understanding possible moderators,
such as culture and gender, may offer important insights.

The Role of Culture, Gender, and the Type of Work-
Related Exposure to Trauma

Professionals from different countries performing the same job
may differ in job burnout. For example, Japanese nurses reported
lower levels of personal accomplishment and higher levels of
emotional exhaustion and depersonalization compared o nurses
from the United States, Canada, the United Kingdom, Germany,
and New Zealand, with Russian and Armeman nurses reporting the
lowest levels of job bunout (Poghosyan, Aiken, & Sloanc, 2008).
A Furopean study showed that the highest percentages of family
doctors with job burmout were identified in the United Kingdom,
ltaly. and Greece (Soler et al, 2008). Professionals from Fip or
Brazil may suffer from higher levels of job burnout than profes-
sionals in Israel, France, Germany, or China (Perrewé et al.. 2002).

The concepts of job bumout and compassion fatigue were
developed in the United States, and a large proportion of studies
investigating the associations between these constructs were con-
ducted in North Amenica. However, a growing number of studies
have discussed data collected in other countries (Thoresen, Ten-
nessen, Lindgaard, Andreassen, & Weismth, 2009). Trauma re-
searchers have suggested that culture is a critical factor o consider
(Marshall & Suh, 2003). The sociocultural context may determine
the outcomes of exposure in several ways, such as shaping emo-
tional expeniences and emotional processing (Bracken, 2001 ; Mar-
shall & Suh, 2003). Furthermore, critical determinants of devel-
oping the consequences of secondary exposure to trauma, such as
existing policies, social resources, and orgamzrational characteris-
tics ([ Voss Horrell, Holohan, Didion, & Vance, 201 1), are hkely to
vary across countries. Thus, our research investigated the moder-

ating role of cultural context (defined as the country of data
collection) in the relationship between bumout and other conse-
guences of indirect trauma exposure.

Gender 15 also important to consider. Female professionals are
likely to report higher levels of aspects of bumout referring to the
depletion of emotional reserves (Watts & Robertson, 2011) or
higher levels of compassion fatigue (Sprang, Clark, & Whitt-
Woosley, 2007). The associations between gender and PTSD-like
symptoms among professionals with sccondary exposure arc un-
clear (Sprang, Craig, & Clark, 2011). Furthermore, the effects of
gender on burnout may be higher in the United States than in
European countries, where there are smaller reponed differences in
bumout levels among men and women (Purvanova & Muros,
2010). It remains unknown, however, whether gender may mod-
erate the associations between job bumout and STS.

Some occupations are chamacienzed by a low likelihood of
direct exposure to work-related trauma (e.g., therapists), in con-
trast o professionals who work at the epicenter of trauma (e.g.,
paramedics, rescue workers) and thus may be also directly exposed
{Argentero & Sett, 20011; Halpern, Maunder, Schwartz, & Gurewv-
wch, 20011). Being a member of an occupational group with an
increased likelihood of both direct and indirect exposure to work-
related trauma may be an important determinant of STS and
burmnout (Palm, Polusny, & Follette, 2004). The present study
investigated the moderating effect of the type of work-related
trauma exposure, with the type of occupation as the indicator of the
exposure.

Alms

Although research evidence for the relationships between job
burnout and other consequences of indirect trauma exposure (e,
PTSD-like symptoms, compassion fatigue, vicarious traumatiza-
ton) among workers exposed (o secondary trauma is accumulat-
ing, the overarching synthesis of these relationships is missing.
Systematic review and meta-analytic strtegies offer an option for
evaluating the available literature. This study aimed at systemati-
cally reviewing and meta-analyzing the strength of associations
between job burnout and other psychosocial consequences of
waork-related indirect exposure (o trauma in professionals working
with trauma survivors. It was hypothesized that these associations
may be moderated by: {a) the type of measurement, (b) the
conceptualization of job bumout and STS, () gender, and (d) the
types of occupations involving pimary and secondary exposure,
compared to types of ocoupations involving only secondary expo-
sure. To evaluate culiwral context, we explored differences be-
tween the findings obtained in the United States and other coun-
trics, as well as the differences in findings obtained for English-
language measures versus other-language measures.

Method

Literature Search

A systematic database search of studies on STS and job burnout
was conducted for independent studies available before 2012, The
search included the following databases: PILOTS, ScienceDireet,
Scopus, and Web of Knowledge. Combinations of the keywords
related to job burnout (burnoat or burn-our) and secondary trau-
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matic stress (frauma”, posttrauma’) were used, with asterisks
indicating that a keyword may consist of the stem and any suffix
(e.g., traumatic). To ensure that vanous concepts and terms refer-
ring to STS were included, we also used such keywords as com-
passion fatigue and PTSD. Manual scarches of the refercnce lists
were conducted. If the original article did not provide all details
cssential for mets-analyses (e.g., relibility, comelation cocffi-
cients), the authors of onginal studies were asked to provide
respective information. To minimize a possible bias, at least two of
the authors (K. 5., B. C., A. D, or E. M.) were involved at all
stages of data extraction, coding, synthesis, and analysis. The
Cochrane systematic review methods were applied (Higgins &
Green, 2008).

Inclusion Criteria, Exclusion Criteria, and Data
Abstraction

The following inclusion criteria were implemented: (a) TS and
job burnout were measured at some time point in the original
study; (b)) the relabionship between STS and job bumouwt was
assessed, or awthors provided appropriate statistics on request; (c)
articles reported stanistics that could be converied into Pearson's
coefficient {eg., t test, F test, y°, ¢ test): (d) original studies
cnrolled workers performung job tasks involving contact with
traumatized clients/paticnts or traumatic matenal.  English-
language publication restriction was applied (although the mea-
surcment itself could be in a non-English language). Dissertations
and book chapters were excluded. Studics applying qualitative
methods, narmative reviews, and rescarch on nonworkers le.g.,
student samples) were excluded. When two or more studies used
the same sample, only one publication was incloded. Details of the
sclection process are presented in Figure 1. The initial search
resulted in 337 anicles. The selection processes resulted in 45
studies meeting all inclusion criterin. However, four of those
studies were excluded from further analysis, because they were
identified as outliers, with ; scores greater than 10 or less than — 10
{Alkema, Linton, & Davies, 2008; Backholm & Bjirkgwist, 2000;
Lauvrud, Nonstad, & Palmstierna, 2009; Maunder et al., 2006).
Thus, 41 onginal studics were analyzed (sce Table 1).

Descnptive data (including country where a study was con-
ducted, sample size, participants” gender and occupations, mea-
surcment, and design) were extracted and venfied by two of the
authors. Relevant statistics, including reliability cocfficient,
and measures of association {or statistics allowing for comput-
ing these associations) were also retrieved. Any disagreement in
the processes of data extraction was resolved by a consensus

method.

Coding

Two main categories of negative consequences of secondary
exposure to trauma were analyred. The first main category, called
STS, was defined as negative emotional or cognitive consequences
of indirect exposure to trauma, such as (a) PTSD-like symptoms
measured by the Secondary Trauma Stress Scale (Brnide et al,
2004}, the Impact of Event Scale (Horowitz, Wilner, & Alvarez,
1979), or the Impact of Event Scale-Revised (Weiss & Marmar,
1997); (b) vicarious trauma—a cognitive shift in worldview, de-
fined by Pearlman (1996) and measured by the Traumatic Stress

Potenstially rebevant stadies
(k=337

Sacties enchaded: review orticles = 12Xy and o litasi v
studies ik =5

Stwdies remrisved for mane
dedailed evalmation
k= 20Ty

Sindies exchded: nod mesting fhe inc esion arfenia
(k= 155)

Stacdics with wable
e iom (k= £2)

S indies e haded: esing the same sampile a5 amodher sindy
il wdad im dhe arnlyses (k= Th

Sndies mochaded from met-analysis: identifiedin
prelimizary aralysis as owtliers with z-soones = 10 ar< 18
{licemna et al, 200 Backcholm & By e, 2000
Lawrveed o1 al , 3009, Masnder s al, 2006} {k =4)

Sindies moloeded o ibe
fimal meds-analysis
k= 41}

Figure I.  Selection of studies for the metz-analysis.

Institute Belief Scale (Pearlman, 1996); or (c) an aspect of com-
passion fatigue, defined by Figley and coworkers (e.g.. Figley &
Stamm, 1996) and measured by the Secondary Traumatic Stress
subscale of the ProQOL (Stamm, 2000), the Compassion Satisfac-
pon and Fatugoe Test (CSFT; cof. Figley & Stamm, 1996), the
Compassion Fatigue Questionnaire (CFC); Figley & Kleber, 1993),
or the Compassion Fatigue Scale-Revised (CFS-R; R. E. Adams ct
al., 2006).

Job bumout, the second key category analyzed, was defined as
consequences of work related-stress focusing on: (a) the emotional
exhaustion component of job burnowt, as measured by the Maslach
Burnout Inventory (MBI; Maslach, Jackson, & Leiter, 1997}, the
Oldenburg Bumout Inventory (OLBI; Halbesleben & Demerouti,
2005), the Rescoe Worker Burnout Questionnaire (Musa &
Hamid, 2008), the Bumnout Measure (Malach-Pines, 2005}, or the
Copenhagen Bumout Inventory (Knstensen et al., 2005); or (b) a
concept derived from the compassion fatigue framework and
broadly defined by Figley and coworkers (e.g.. Figley & Stamm,
1996) as referring to lack of well-being, negative attitudes toward
wark, work overload, or a lack of self-acceptance, measured by the
Job Burnowt subscales of the ProQOL (Stamm, 20100, the CSFT
{cf. Figley & Stamm, 1996), the CRQ (Figley & Kleber, 1993), or
the CFS-R (R. E. Adams et al., 2006).

The moderating factors, refermng to the measurement, theoret-
ical framework, coltural factors (1e., country, language), and gen-
der, were combined into the following categonies: (a) the type of
measurement used for STS assessment (measures of cognitive shaft
or PTSD-like symptoms vs. measures of compassion fatiguel: (b)
the type of assessment of job bumout (the ProQOL Bumout
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Table 1
Summary of the Studies Included in the Meta-Analysis

Study (first author, N(%

publication year) men Occupation

Study desipn  STS measare (o) (o)

Job burnowt measure
Country r

K. B. Adams {2001 185 (1%} Clinical social workers

Cross-sectional TSI Belief Scale MBI (75, 78, .90

United States 494

(93)
R. E. Adams (200¢) 236 (20 Social workers Cross-sectional CFS-R (800 CFS-R (.90) United States 642
Argentero (2011) TEI* (58) Rescue workers Cross-sectional STSS ((82) MEBI (.75, .81, .86) Ttaly 51
Ben-Porat (2011} 214* 15y Social workers Cross-sectional STSS (8857 Burnout Measure (927 Ismel BTE
Berger (2011} 8000 Well baby clinic mursss Longitudinal ~ ProQOL { 77-79) ProQOL ( 77-79 Lsrael 505
Birck (2002} 25(400 Professionals at treatment Cross-sectional CSFT (87-90)  CSFT (87-90) Cermany 31
center for torture victims
Burtson (200100 126 (12} MNurszs Cross-sectional  ProQOL 81) ProQOL. (. 75) United States 795
Carmel {200%) 106 (47}  Therapists Cross-sectional  ProQOL (81) ProQOL (79 United States 825
Chang {2011 102 (100} Soldiers Cross-sectional  Prof}OL {.68) ProfJOL (656 China BT
Circenis {2011 129 (MA) Nurses Cross-sectional ProQOL (81" MEI (71, .79, 900" Latvia 19
Cohen (2006} 3T (MA) Social workers Cross-sectional CFQ (800 CFQ (.84) Lsrael 20
Collins (2003} 13 (46) Health care workers Longitsdinal — CSFT (.80 CSFT (.86) Irzland 941
Conrad {2006) 355 (10)  Child protection workers Cross-sectional CSFT ( #4) CSFT ( 84) United States  842*
Craig (20100 532 (34) Trauma therapists Cross-sectional  ProQOL (81) Pro(}OL. (73) United States 663
Devilly (2009) 150 (2%  Mental health professionals Cross-sectional STSS (.93) CRI (.85, .86, &T) Australia B25
Eastwood (2008) 57 (25) Childcare workers Cross-sectional  ProQOL 800 ProQOL 72y United States 771
Flannelly (2005) 149 (54) Chaplains Cross-sectional ProQOL ( 87)  ProQOL i 83) United States 777
Galek (2011} 331 (55) Chaplains Cross-sectional CSFT (83) CSFT (.85) Canada, United .190
States
Gibbons (20111 62 (MA) Social workers Cross-sectional ProQOL (E1®  ProQOL (757 England BB
Halpern (2001} 189 (62)  Ambulance workers Cross-sectional TES-R (91 MBI i 3 Canada A54t
Hatcher (20100 50 (29 Clinicians for sexual offenders  Cross-sectional ProQOL ¢ 81)° ProQOL (.75 Australia JG4R*

Jenkins (2002) Fid)  Cowunselors
Kadambi {2004y 211 (18)  Therapists

Cross-sectional CSFT {_84)
Cross-sectional TES (EE®

MBI (81, 91, 92)
MEI (.71, .79, .90)"

United States 435
Canada, United 326

Killian (2008} 10 (21} Therapists Cross-sectional ProQOL (850 MBI (88" United States 690"
Kraus (2005} 90 (43) Mental health professionals Cross-sectional CSFT (85) CSFT (.80} United States 738
LaFauci Schutt (20117 184 (65) Emergency m L ectional PCL-C (54) ProQpoL. (.73) United States 676
professionals
Lawson (2001} 506 {21y Counselors Cross-sectional ProQOL (800 ProQOL (.78 United States 776"
Meadors (200920100 167 (14) Pediatric health care providers Cross-sectional STSS ((91) Pro(yOL. ( 66) United States 813
Mitani (2006) 243 (97) Firefighters Cross-sectional TES-R (94)° MREI (81, 85, 87" Japan 396
Musa (2008} 53049 Aid workers Cross-sectional  ProQOL (8T) RWREQ (.73) Sudan 02

Perez (2010% 28 (75) Law enforcement investigators Cross-sectional STSS (97)

MEI (.69, .85, .90) United States 745

Perron ( 2006) 59(100 Forensic inlerviewers Cross-sectional STSS (93 LB (&0 United States 643
Pietrantoni (2008) 96l (72 First responders Cross-sectional  ProQOL (80) ProfpoL. (86) Ttaly 537
Potter (20100 154 (MA) Oncology health care providers Cross-sectional ProQuOL (800 ProQpoL. (.72) United Hates 741"
Prati {20100 560 (T8)  Rescue workers Cross-sectional  ProQOL 71) ProfpOL. 80y Taly B3R
Robins {2009} 314 {18y Child health care providers Cross-sectional CSFT (84-900  CSFT (84-90) United States 756
Severn (2012) 82 (NA) Aundiologists Cross-sectional  ProQOL (81) PropoL. (69 Mew Zealand 831
Simon {2005) 21(5) Oncology social workers Cross-sectional CSFT (87) CSFT (.90 United States 531
van der Ploeg et al.

{2003} 84 (68) Forensic doctors Cross-sectional IES (.92) MBI (.79, .80, .86) Netherlands 256

van der Ploeg & Kleber
(2003} 123 (86) Ambulance personnel

Weiniger (2006) 185 (79 Suorgical physicians

Longitwudinal
Cross-sectional PS5-SR (68

IES (.97) MBI (.70, .76, .86) Metherlands 313

MBI (36, 44, 720 Israel L2

Note. STS = secondary traumatic stress: CF5-R = Compassion Fatipue Scale-Revised; TSI Belief Scale = Traumatic Stress Institute Belief Scale;
MBI = Maslach Burnowt Inventory; STSS = Secondary Traumatic Stress Scale; ProQ}0l = Professional Quality of Life Scale; CSFT = Compassion
Satisfaction and Fatipue Test; NA = not available; CF) = Compassion Fatigue Questionnaire; CBI = Copenhagen Bumowt Inventory; [ES-R = Impact
of Event Scale—Revised; [ES = Impact of Event Scale; RWE(} = Rescue Worker Burnout Questiennaire; OLEI = Oldenburg Buernout Inventory; PCL-C =
Postiranmatic Stress Disorder Checklist-Civilian Yersion; PS5-5R = PTSD Symptom Scale-Self-Report.

* Information not reported in aricles. but provided on the authors™ request.  * Information ot reported in articles, therefore, drawn from another study.

subscale vs. other job bumout instruments, such as the MBI and
the OLBI, which have clearly defined emotional exhaustion as a
key component); (c) the theoretical framework (the compassion
fatigue approach vs. other approaches to job burnowt and STS), (d)
the country where the study was conducted (the United States vs.
other countries), (e} the continent where the study was conducted
(North America vs. others). () the measurement language (English

or others), (g) gender (predominantly male sample consisting of at
least 7T5% men vs. predominantly female sample consisting of at
least T3% women), (h) occupations with higher likehihood of both
direct and indirect work-related exposure (rescue/emergency
workers, nurses, social workers working with victims of nussile
attacks, chaplains working with victims of September 11, am-
bulance workers, pediatric care workers, firefighters, interna-
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tional aid workers, first responders, forensic doctors, and sur-
gical physicians) and occupations that may involve only
indirect work-related trauma ex posure (therapists, child protec-
tion workers, child care workers, chaplains, social workers, law
enforcement exposed to disturbing media images, and forensic
imterviewers of abused children). In some cases, the same
occupation groups (social workers and chaplains) were classi-
fied into different categories, depending on professional tasks
described in original studics.

Data Analysis

The statistical analysis followed the procedure described by
Hunter and Schmidt (2004). Attenuation due to the measurement
error was commected. The cumulative effect size was computed
using the random-effect model method (Field & Gillet, 20010). The
overall effect sizes, heterogeneity, and effect of the moderators
(i.e., measurement, theoretical framework, country/continent, lan-
guage, and gender) on the relationship between STS and job
burnout were examined using Comprehensive Meta-Analysis soft-
ware (Borenstein, Hedges, Higgins, & Rothstein, 2005). All anal-
vses wene sufficiently powered (above .80).

Pearson's correlation was used as the effect size indicator. When
the original study provided multiple Pearson's correlations be-
tween STS and job burnout fe.g.. for separate subscales), a mean
Pearson’s correlation was calculated (Hunter & Schrde, 2004).
When several measures of STS were applied in the onginal study,
a measure other than a ProJOL subscale was used to estimate
Pearson's cocfficient for STS—job burnout association. The diree-
tion of a correlation invelving the MBI Personal Accomplish-
ment subscale was reversed to create positive associations
between these subscales. If the original study provided alphas
for subscales only, a mean Cronbach’s alpha for a total score
was calculated. When no Cronbach™s alpha was available, it
was obtained from original psychometric studies. Robustness of
the calculated effect size against the effect of unpublished null
results was assessed using the fail-safe N test (Rosenthal, 1979),
To address this file drawer problem, the number of unpublished
studies that were necessary to produce a nonsignificant result
was calculated.

Results

Description of Analyzed Material

Table | displays information about samples, procedures. and
measurement applied in 41 original studies. Overall, data from
8256 workers were analyzed. Sample sizes vared from 13 to 961
participants, with an average of 198.63 (0 = 205.48) and median
of 129, The average sample consisted of 50.03% women (5D =
28.35), with a majority of studies (B2.93%; &k = 34) targeting
mixed-gender samples. Only two studies were homogencous in
terms of gender (k = 1, 100% male participamts, k = 1, 100%
female participants). Gender frequencies were missing in five
studies. Dhata were collected in vanous professional groups such as
therapists, mental health professionals (including social workers),
and counselors (3658%:; & = 15); emergency, ambulance, or
rescue workers (12.208: & = 5); child care workers and child
health care providers (9.76%:; k = 4); nurses (7.32%; k& = 3}

forensic specialists (4.838%:; k = 2); chaplains (4.88%: k = 2); and
other noncategonzed professionals (24.30%: k& = 10).

Almost half (46.34%; & = 19) of the onginal rescarch was
conducted in the United States; 22 studies (53 66%) took place in
North America. Four studies (9.76%) were conducted in lsracl,
three in Italy (7.32%), two in Australia (4.88%), and two in the
Metherlands (4.88%). There were also two multicountry studics
(4.8R%) conducted both in Canada and the United States. Three
studies (7.32%) took place in Africa or Asia. An English-language
version of the questionnaires was applied in 63.85% (k = 27) of
the studies.

The most popular measures used to assess STS stem from the
compassion fatigue framework (Figley & Stamm, 1996). These
ProQOL-related measures were used in 65.85% of studies (k = 27)
and among 5,343 respondents (64.72% of the wtal sample). The
most popular questionnaires used to assess job bumout also stem
from the compession fatigue approach to job bumowt (ie.,
ProQOL-related measures). They were applied in 60.98% of swd-
1es (b = 25), with 5,409 (65.51% of the total sample ) professionals
completing respective measures. Ohverall, ProQOL was used in
3.15% of studies (K = 14) to assess both 5TS and bumout
construcis.

Associations Between STS and Job Burnout

The main rescarch question dealt with the associations between
ST5 and job burnout. The meta-analysis results conducted from 41
original studics indicated that the average association between
these two variables was positive and the effect size was large
(weighted r = 69 see Table 2). The coefficient of determination
{r") was 48. The analysis of the fail-safe N showed that 10,603
studies with null results were needed to produce a nonsignificant
association between STS and job bummout. The following analyses
tested the moderating role of the measurement. the theoretical
framework, the country, the continent, the language of data col-
lection, gender of professionals taking part in the studies, and the
type of occupation (likely to be directly and indirectly exposed at
work compared to those who are likely to be oaly ndirecily
exposed at work).

Measurement of 5TS as the moderator. The onginal cap-
tured studies wene divided into two categories on the hasis of the type
of measurement used to assess STS: {a) PTSD-like symptoms or (b)
a t refernng to compassion fatigue, based on a broader
conceptualization of STS proposed by Figley and colleagues (cf.
Figley & Stamm, 1996; B. E. Adams ct al., 2006). The results of the
moderator analysis showed that the effect sizes of the relationship
between STS and job burmout were dependent on the type of STS
assessment, with ProQO0L-related measures having a stronger associ-
ation (~ = .53) than measures assessing PTSD-like symptoms (7 =
37; see Table 2).

Measurement of job burnout as the moderator. The origi-
nal studies were divided into two categories on the basis of the
type of job burnout measuremsent used in the studies: {(a) the
measures stressing the role of exhaustion and (b) the subscales of
ProJOL and related measures, based on a broader burnout con-
cept, proposed by Figley and coworkers (cf. Figley & Stamm,
1996). The results showed that the relationship between STS and
Job burnout was moderated by the type of job burmowt assessment,
with ProQ}0L-related measures producing a significantly stronger
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Table 2

Results of Meta-Analysis of the Relationship Between Job Burnowt and Secondary Trawmatic Stress: Overall and Moderator Effects

Measures A roange®™ r95% CF N P @ Fi%) Falsae A &
Owerall effect 691 252-94]1 [647..731] 8356 41 4TRAYT 9164 10,603 —
Maoderator effects
Measurement
5TS measure 39067
ProQOL or related 20 435-94] [693 Te2] 5343 27 153947 Hill 14,138
STS as PTSD-like symptoms 608 251-ETR [AR3709] 2913 14 2ET43 9548 4,829
Job bumout measure
ProQOL-related vs. other measures. 5233
ProQOL or related 744 505-941 [T10..775] 5409 25 142397 H315 14,162
Oither 589 251-ETR [4T1. 68T7] 2847 16 ITISET 9452 4817
ProQOL-related vs. MBI TOEL*
ProQOL or related 744 505941 [T10..775] 5409 215 142397 #3115 14,163
MEI 532 251-751 [3979..645] 2371 11 17769 93] 1358
ProQOL-related vs. other burnowt measures (excluding MBI or
ProQO-related) 318"
ProQOL or related 744 505-941 [T710..775] 5409 215 142.3%° #3105 14,163
Other burnowt measwres (excluding MBIy 731 602-ETR [527. 854] 476 4 3TeET 910d 431
MBI ws. other burnout measures (excluding MBI or 20
ProQO-related)
MEI 531 251-751 [3979..645] 2371 11 1TT.6%C 9381 1358
Other burnowt measwres (excluding MBI or ProQOL-relatedy 731 602-E78 [517, 856] 476 4 3TeET 910d 431
Framework applied
Compassion fatigue vs. other approaches 5118
Only compassion fatigue framework 744 505-941 [707. T7a] 4,958 13 13103 #3534 0879
Mo measuse from the compassion fatipue framework 578 251-ETH [426. 609] 2462 12 Zele0C 9580 3,029
Compassion fatigue vs. mixed approach EEN U
Only compassion fatigue framework 744 505-941 [T707. 776] 4958 213 13203 8334 9879
Al least one measure from other framewaork G12 252878 [S509..697] 3298 18 29943 9432 T.033
Cultural factors
Country 1800
United States J25 A35-B42 [67R.TET] 3572 19 12T 8607 2608
Other countries 675 256941 [60d. T36) 4,132 20 24587 9227 10,483
Continent 379
Morth Amenca (United States and Canada) 69T 251-B42 [636, T48] 4313 22 15103 9167 5,846
Countries from other continents B85 256041 [615..745] 3043 19 IMIE 9197 o797
Language of applied measures 1422
English T06 251-941 [653..752] 4670 27 26956 9036 10,994
Other BA2 256-ER] [574..735] 3586 14 MNM.EX 9345 6,305
Gender 14,58
Primarily male (at least 75% of males) 608 256-B2T [448..729] 1211 & 6063 9175 731
Primarily female (at least 75% of females) 692 P51-ETR [594. TE9] 2744 15 I5661° 9454 7,205
Ocrupations 1827
With high likelihood of secondary exposere only T19 252-041 [652,.775] 3526 212 ITLMT 9126 178T
With high likelihood of both primary exposune and secondary
ELPOSUTE 662 256~B2T [600..TI5] 4730 19 19847 9093 2.4%

Note.  Cl = confidence interval; STS = secondary traumatic stress; ProQ0L = Profiessional Quality of Life Scale; PTD = postirasmatic stress disorder;

MEI = Maslach Burnout lnventory.
* Weighted effect size.  ® Range of effect sizes.

© Critical intervals for the weighted effect size.

4 Mumber of studies. = A significant { value indicates

that the data are heterogeneous. suggesting that the variability among studies was not due to sampling error.  * Value indicates the percentage of variance

due to heterogeneity among stodies.

& Value indicates the number of studies with mull results that are necessary to overturn the results of meta-analysis

and to conclude that the results are due to sampling bias. ® Test for moderting effect.

*p= 0l “p< 00N

associations (= .53} than any other measures of burnout (7
range: .28-.53; see Table 2).

MNext, we investigated the relationship between STS and three
components of job bumout measured with MBI emotional ex-
haustion, depersonalization/cynicism, and lack of professionall
personal accomplishments (Maslach et al., 2001). Results indi-
cated that the effect size of the relationship between STS and a
lack of accomplishment was relatively smaller than the other two
effect sizes. In particular, the correlation of STS with emotional

exhaustion (weighted r = 35, 7 = 30, N = 2360, k = 12) was
stronger than the associations with depersonalization, r = 51, 7 =
26, N = 1939, k= 9, «(4298) = 11.29, p < 001, or lack of
accomplishment, weighted r = 35, 7 = 12, N = 2158, k = 10,
H442Ty = 4113, p < 001,

The theoretical framework as the moderator. We itested
whether the associations between STS and job bumowt differed
depending on the use of the compassion fabigue framework (Figley
& Stamm, 1996; Stamm, 2010). In particular, associations ob-
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tained 1n studies in which both STS and job burnout were opera-
tionalized in line with the compassion fatigue framework (with
ProQOL or ProQOL-related measures applied) were compared to
the associations found in studies in which STS and job bumout
were operationalized in line with other approaches (sec Table 2).
These other approaches defined STS as PTSD-like symptoms or
vicanious trauma. They defined burnout, focusing on the exhaustion
component, &s the consequence of work: related-stress (of. Maslach e
al., 2001} The results of the modertor analysis indicated that the
relationship between STS and job bumout was moderated by the type
of theoretical framework (see Table 2). For ST, job bumout associ-
ations were significantly stronger when both constructs wene assessed
with the ProQJOL or ProQOL-related measures (7 = 55) compared
to the associations observed in studies applying measures derved
from other approaches (7 = ).

Culture and gender as moderators.  The next set of analyses
compared: (a) the results obtained in the United States with results
found n other countnies, and (b} the associations found in studies
using English versions of STS and job bumout instrumenis with the
associations found in rescarch using different language versions.
Other than the United States, with 19 studies, fewer than 10% of
studies were conducted in one country (e.g., four studies in lsracl).
Therefore, other between-country compansons were not conducted.
The results showed that cultural and language factors moderated the
relationship between STS and job bumout (see Table 2). The associ-
ations observed for data collected in the United States were signifi-
cantly stronger (7 = _52) compared 1o the relationships found in the
studies from other countries (7 = 45). Similarly, significant differ-
ences were found when the associations observed in North America
were compared to results obwined on other continents (F = 49 and
7 = 48, respectively; see Table 2). Furthermore, the associations
found for the English-language versions of measures were signifi-
cantly stronger ( = 500 than the relationships obtained in the studies
using other language versions (~ = 44). Finally, the results indicated
that gender might moderate the relationship between STS and job
bernouwt, with stronger associations observed in predominantly female
samples (= 48} compared to predominantly male samples (7 =
AT: see Table 200

Type of occcapation in the context of work-related exposure
to trauma. Results obtained in onginal studies involving occu-
pations with an increased likelihood for both direct and indirect
exposure were compared to those in which oaly indirect exposure
was likely to occur. The analysis indicated that type of ocoupation
moderated the relationship between STS and job bumout (see
Table 2). The associations were stronger in samples with occupa-
tions with caly secondary exposure (~ = .32) compared to sam-
ples with occupations characterized by high likelihood for both
primary and secondary exposure (= 44).

Discussion

Our meta-analysis investigated the relationship between STS
and job bumowt among employees indirectly exposed to trauma.
The indirect exposure could be due to contact with clients or
paticnts who have expenenced traumatic events or due to an
exposure to other traumatic matenials. High levels of bumout and
other consequences of indirect exposure to trauma are hkely to be
elevated among mental health care providers (Newell & MacNeil,
2011) and to affect professionals’ well-being, quality of life of

their patients, and the effectivencss of canng (Cheung & Chow,
2011). The present study adds to existing literature by indicating
the cocmstence of STS and job bumout among professionals
exposed indirectly to trauma in their work. The meta-analysis of 41
studics suggests that the association between these two constructs
15 high, and that these two concepts may share as much as 48% of
the varance.

Recently developed frameworks, providing an overview of nsk
factors for developing negative consequences of working with
traumatized patients or clients (Voss Horrell et al., 20010, have
assumed that compassion fatigue, burnout, vicanous trauma, and
STS constitute a rather homogenous group of psychosocial con-
sequences of secondary exposure. Voss Horrell et al. (20011 sug-
gested that developing this relatively homogenous group of con-
sequences depends on shared risk factors. In other words, it may be
assumed that the same nsk factors refermng to patient, profes-
sional, or organizational characteristics would increase the proba-
bility of developing compassion fatigue, as well as burmout, vicar-
1wus trauma, and PTSD-like symptoms. Strong associations found
n our meta-analysis might result from these commoen nsk factors.
Further, the effects of indirect exposure to trauma may also be
mitigated by cultural and individual resilience factors, such as
hardiness or self-efficacy {cf. Luszerynska, Bemghe, & Cieslak,
2009). Future studies need to investigate the common and specific
risk and resilience factors, explaining development of compassion
fatigue, burnout, and sccondary PTSI.

Research applying constructs and measurement derived from a
single theoretical framework is often considered as “the state-of-
the-ant” approach. By contrast, “covering the bases” by means of
amalgamation of several theoretical frameworks is usually as-
sumed as an inferior approach, forcing new relationships on vari-
ables from otherwise independent models and creating some re-
dundancy (Figueroa, Kincaid, Rani, & Lewis, 2002). Thus,
applying measurement from the same approach, such as compas-
sion fatigue (R. E. Adams et al., 2006; Figley & Stamm, 1996),
could be considered as a supenor approach to testing the STS-
burmout relationship, compared to combining assessment methods
from distinct frameworks.

The resulis of the present study suggest, however, that the
application of the compassion fatigue approach to measunng con-
sequences of secondary exposure among professionals has some
undesirable consequences. The results of respective moderator
analysis indicate that if both STS and job bumout are measured
within the compassion fatigue approach (ie., by means of the
ProQOL and related measures), the proportion of shared vanance
is significantly larger than if the measures are derived from any of
the other approaches. If both STS and burmmout measures were
derived from the compassion fatigue framework, the estimated
overlap is 35%, which suggests that STS and burnout constructs
might be indistinguishable. The present study does not offer a
review of all aspects of STS and burnowt theories. Instead, it
focused on the operationalization of the key constructs in the STS
and burnout frameworks. Therefore, the conclusions are limited o
operationalization of the constructs, not entire theories.

Results of our meta-analysis provide arguments for a limited
practical uwtility of applying the Pro(JOL and ProQOL-related
measures when testing for STS and job bumout in one study.
Rescarch stiving for short measures capturing broader conse-
guences, encompassing symptoms of both STS and bumout, may
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want to use one of the subscales of the ProQOL (or Pro(OL-
related questionnaires), which enables capturing & majority of
vanance for both constructs.

The results indicate that applying frameworks and measure-
ments different from compassion fatigue (ie., FTSD-like symp-
toms, vicanous trauma, or job burnout defined as the focusing on
emotional exhaustion consequences of work related-stress) would
result in TS and job burnout sharing 34% of variance. In this
case, burnout and STS would be related, but measured as suffi-
ciently distinct constructs. This conclusion is in line with earlier
research and narrative reviews of literature (Jenkins & Baird,
2002; Sabo, 20011; Thomas & Wilson, 2004).

The results also indicate that a significantly larger overlap
between STS and job bumout may be expected if the data are
collected in the United States {compared to other countries) and by
means of English-language versions of questionnaires {(compared
to other-language versions). The differences may result from the
fact that the translation processes allows for capturning more dis-
tinct facets of STS and job burmowt. Thus, the translation from
Englsh to Hebrew, Dutch, or German may allow for developing
refined versions of onginal methods. Further rescarch needs to
investigate the similaritics across the language versions in terms of
crterion validity and factonial structure. The other source of the
between-country differences may result from cultural differences
in shaping emotional experiences and emotional processing
(Bracken, 2001; Marshall & Suh, 2003) or differences in organi-
zational characteristics, health inequalities, or policies specifying
work conditions. Regardless of possible sources of the observed
differences, our findings are in line with the assumption that
culture is among the key contexts differentiating the effects of
secondary exposure among professionals across countries (Mar-
shall & Suh, 2003).

Gender differences in associations between STS and job bumout
are in line with previous systematic reviews, suggesting different
mechanisms of developing consequences of trmumatic stress
among men and women (O, Langeland, Dvager, & Gersons,
2007). They are also consistent with rescarch that has suggested
gender differences in expenencing the depletion of emotional
reserves (Watts & Roberison, 2011) or compassion fatigue (Sprang
et al., 2007). Further studies should investigate the mechamsms
explaining gender inequalitics in the likelihood of developing both
5TS and job bumowt among professionals working with trauma
SUrVIVOrs.

The results indicating weaker associations between 5TS and
burnout among professionals who are likely to be dircctly and
indirectly exposed to trauma at work, compared to occupations that
are likely to involve only indirect exposure, are in line with
arguments presented by Palm et al. (2004). Workers exposed to
direct trauma at work may be resilient due to better preparedness
and training (Palm et al., 2004). Therefore, even if they suffer from
one type of consequences of work stress (i.e., burnout), they may
not present STS symptoms.

Dur research has its limitations. The level of secondary exposure
to trauma was not accounted for in our analysis, because several
onginal studies did not assess the exposure. Thus, our resulis are
based on assumptions that the professionals were likely to expe-
rience the secondary exposure o trauma, due to the work character
and the descrniption of job tasks provided in original studies. Other
confounding vanables, such as personal history of tauma expo-

sure and other patient charactenstics, were also not controlled.
Unfortunately, this was not possible, due to the fact that a majority
of onginal research did not account for these factors. Our analyses
did not compare service providers who are exposed to trauma
indirectly against other human service providers whose level of
burnout may result from the strain of caretaking for clicnts who are
not treumatized. Many studics were conducted only once or twice
in one country, therefore, a more thorough examination of differ-
ences between countrics or across language versions was not
conducted. Cultural context was defined in a narrow way and
referred only to the country of the study and language used in
collecting data. It should also be noted that the results should not
be generalized to other definitions or frameworks discussing the
consequences of secondary work-related exposure to trauma be-
vond the ones chosen for this review. Finally, the majority of the
studies included in the meta-analysis were cross-sectional, there-
fore no causal sssociations between STS and job burnout could be
investigated.

Conclusion

Owr study provides the first quantitative synthesis of rescarch on
the relationships between job burnout and STS among profession-
als working with traumatized clients. This review shows the mod-
crating effects of theorctical fameworks, type of measures, lan-
guage, country where data were collected, gender, and type of
occupation related to trauma exposure. In gencral, bumout and
STS or compassion fatigue are likely to co-occur among profes-
sionals exposed indirectly to trauma through their work. Applica-
tons of measures developed within the compassion fatigue frame-
work may result in obtaining stronger relationships between job
bumout and STS compared to the use of measures derived from
different theoretical frameworks (e.g., the approach to STS focus-
ing on PTSD-like symptoms and the bumout framework focusing
on exhaustion component). In particular, STS and burnout con-
structs may be empincally indistinguishable if measured within the
compassion fatigue framework.
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Cultivating Secondary Traumatic Growth Among Healthcare Workers:
The Role of Social Support and Self-Efficacy

Kotaro Shoji,' Judith Bock,' Roman Cieslak,? Katarzyna Zukowska,? Aleksandra
Luszczynska,'? and Charles C. Benight'

! University of Colorado at Colorado Springs
? University of Social Sciences and Humanities

Objective: This 2-study longitudinal investigation examined the indirect effects of secondary trau-
matic stress (5TS) on secondary traumatic growth via two mediators: perceived social support and
secondary trauma self-efficacy. In particular, we tested if the 2 hypothetical mediators operate seguen-
tially, that is, with secondary trauma self-efficacy facilitating social support .e., cultivation hypothesis)
andfor social support enhancing self-efficacy fi.e.. enabling hypothesisl. Method:  Participants in
Study 1 (N =293 at Time 1, N = 115 at Time 2) were bahavioral haalthcare providers working with U.S.
military personnel suffering from trauma. Study 2 was conducted among Folish healthcare workers
N =298 2t Time 1, N = 189 at Time 2} providing services for civilian survivors of traumatic events.
Results:  In both studies, multiple mediational analyses showed evidence for the cultivation hypoth-
asis. The ralationship between 5TS at Time 1 and secondary traumatic growth at Time 2 was mediated
sequentially by secondary trauma self-efficacy at Time 1 and social support 2t Time 2. The enabling
hypothesis was not supported.  Conclusion:  Education and development programs for healthcare
workers may benefit from boosting self-efficacy with the intent to facilitate perceived social support.
© 2014 Wiley Periedicals, Inc. J. Clin. Psychol. 0:1-16, 2014,

Keywords: secondary traumatic stress; sacondary traurnatic growth; social cognitive theory; perceivad
social support; self-efficacy; mediation

MNegative outcomes after direct exposure to traumatic events have been linked to psychological
disorders including posttraumatic stress disorder (PTSD), represented by such symptoms as
reexperiencing, avoidance, and hyperarousal ( Brewin, Andrews, & Valentine, 2000). Secondary
traumatic stress (STS), in comparison, is defined by the same set of symptoms resulting from
indirect exposure to trauma (Bride, Robinson, Yegidis, & Figley, 2004). This indirect exposure
15 typified by healthcare providers working with traumatized individuals. The indirect ex posure
has been associated with many negative consequences including higher distress and increased
negative cognitions (Pearlman & Mac lan, 1995), higher job burnout (Ballenger-Browning et al.,
2011), and lower job satisfaction (Devilly, Wright, & Varker, 2009).

In addition to the negative consequences of direct and indirect exposure to trauma, recent
research has highlighted the importance of positive changes afler exposure to trauma, such as
meanmg-making processes (Park & Ai, 2006) and posttraumatic growth (Cann et al.. 2010).
Building on the posttraumatic growth construct, Arnold and colleagues (2005) comned the term
vicarious postirawmatic growth, referring to positive changes in schemas about self and the world
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and perceived psychological growth. Trauma-focused providers may experience this type of
growth as a result of their work. Although we agreed with Arnold et al.s conceptualization of
vicarious posttraumatic growth, we have chosen to utilze the term secondary traumatic growth
as it denotes more clearly the growth resulting from indirect exposure to trauma.

Thereis limited evidence for the relationships between STS and psychological growth variables
among human services workers indirectly exposed to trauma. Positive associations between STS
and secondary posttraumatic growth were found in studies enrolling mental health therapists
{Brockhouse, Msetfi. Cohen, & Joseph, 2001) and disaster workers (Linley & Joseph, 2006).
However, there are two primary limitations of these findings. First, the Brockhouse et al. (2001)
study was cross-sectional. And, second, neither study utilized a theory-driven model to elucidate
the underlying mechanisms related to posttraumatic growth. In this article, we reported on two
studies that were longitudinal and based on social cognitive theory (Bandura, 1997).

Social Cognitive Theory as a Theoretical Framework

Social cognitive theory (SCT; Bandura, 1997) highlights bidirectional mteractions between
three sets of vanables: the environment, individual factors, and behavior. Called triadic recip-
rocal determinism, this framework emphasizes self-regulation as a key mechanism for human
adaptation. The triadic system functions through feedback processes operating internally (e.g.,
self~evaluations) and externally (changes in environmental conditions) and aims at recalibrating
efforts toward desired outcomes (e.g., reduction of negative states). Self-efficacy 1s a eritical ap-
praisal factor that is central to the self-evaluative process. Social support operates as a primary
environmental resource. We argue that social support and self-efficacy serve as key mediators in
the association between STS and secondary traumatic growth.

Self-efficacy. Self-efficacy, in the context of traumatic stress, refers to perceived ability to
manage environmental demands and personal functioning after adverse or traumatic ex periences
(Benight & Bandura, 2004). Through positive construal of challenging environmental demands,
individuals are able to manage these demands in a more effective manner. Self-efficacy is related
to lower levels of secondary traumatic distress in trauma counselors (Ortlepp & Friedman, 2002).
Further, there is empirical evidence suggesting self-efficacy may play an important meditational
role in the relationship between trauma exposure and psychological distress in disaster survivors
(Benight, Ironson et al., 1999) and between stress appraisal and compassion satisfaction in
rescue workers {Prati, Pietrantoni, & Cicognani, 2011).

We identified no studies examining the mediation effect of self-efficacy on the relationship
between STS and secondary traumatic growth. However, based on well-documented mediating
functions of self-efficacy in the context of direct traumatization (Cieslak, Benight, & Lehman,
2008), it may be assumed that self-efficacy would play a mediating role in the relationship
between STS and secondary traumatic growth. In our studies, we hypothesed that self-efficacy
would mediate the relationship between STS and secondary traumatic growth, with higher STS
relating to lower self-efficacy and lower self-efficacy leading to lower secondary traumatic growth
(Hypothesis 1).

Social suppore. Social support is a concept that refers to actual aiding resources provided
by others (i.e.. recerved social support) or te the perception of availability of aiding resources (i.e.,
perceived social support; Lin, 1986). Higher social support leads to lower negative consequences
of direct traumatization (e.g.. lower PTSD; Griffith. 2012) and higher positive changes after
a traumatic event such as posttraumatic growth (Cieslak et al., 2009; Luszezynska, Sarkar, &
Knoll, 2007). Similarly to self-efficacy, social support may be considered a mediator in the
relationship between 8T8 and secondary traumatic growth. Although we identified no research
on the mediating role of social support in this relationship, there is evidence showing that social
support mediates the relationship between posttraumatic distress symptoms and posttraumatic
growth (Hogan & Schmidt, 2002). Therefore, we hypothesized that perceived social support
would mediate the effect of STS on secondary traumatic growth. Specifically, higher secondary
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traumatic stress would lead to lower perceived social support, and lower perceived social support
would predict lower secondary traumatic growth (Hypothesis 2).

Cultivation and enabling hypotheses. Sell-efficacy and social support have been defined
m this investigation as mediators. Schwarzer and Knoll (2007), however, argued that the re-
lationship between support and self-efficacy may be bidirectional. There are two alternative
hypotheses explaining the relationship between self-efficacy and social support. The cultivation
hypothesis suggests that self-efficacy facilitates social support. whereas the enabling hypothesis
states that social support enhances and protects self-efficacy (Schwarzer & Knoll, 2007). Previ-
ous studies supporting the cultivation hypothesis showed that self-efficacy reduced depressive
symptoms through the mediating effect of received social support (Schwarzer & Gutiérres-
Dofia, 2005; Schwarzer & Knoll, 2007). In studies testing the enabling hypothesis, self-efficacy
mediated the effect of perceived social support on distress (Benight, Swift et al., 1999) and
quality of life (Amir, Roziner, Knoll, & Neufeld, 1999) and the effect of received social support
on posttraumatic growth (Cieslak et al., 2009; Luszczynska et al., 2007).

Although both the cultivation and enabling hypotheses have been supported by empirical
findings, no studies have examined these hypotheses in the context of indirect exposure to trauma.
We hypothesized that the effect of STS on secondary traumatic growth would be mediated first
by secondary trauma self-efficacy and then by perceived social support {(Hypothesis 3, cultivating
effect), and/ or mediated first by perceved social support and then by self-efficacy (Hypothesis
4, enabling effect). All four hypotheses were tested in two longitudinal studies. Study 1 enrolled
behavioral healthcare providers working with military patients suffering from trauma. Civilian
healthcare providers offering services for trauma survivors took part in Study 2.

Study 1
Method

FParticipants. The study was a part of the SupportNet project, investigating predictors of
secondary traumatic stress and job burnout among behavioral and mental healtheare providers
working with the U.S. military personnel suffering from trauma. Inclusion criteria were a follows:
{a) working for at least one year as a clinical psychologist, counselor, social worker, physician
or nurse; (b) providing services for a military population; and (¢} being indirectly exposed to
trauma through interaction with patients. OF 310 respondents who completed the online survey
at Time 1(TT). 293 participants (98 males, 33.4%) were qualified for the present study based on
the inclusion criteria. Of those who completed the T1 assessment, 115 participants (33 males,
28.7%) took part in Time 2 (T2) measurement & months later.

Table 1 displays the demographic characteristics. Participants experienced indirect exposure
to different types of traumatic events through interaction with clients, including, for example,
sudden unexpected death of someone close (89.4%%), life-threatening illness or injury (88.1%),
military combat (86.7%:), sexual assault (84.3%), physical assault (82.6%), transportation acci-
dents (80.9%), and natural disasters { 66.6%). Additionally, all participants were directly exposed
to trauma, with the average number of 3.23 (standard deviation [S$0] = 1.90) traumatic events
reported per person in a lifetime.

Measures. Participants completed a set of guestionnaires evaluating STS, perceived social
support, secondary trauma self-efficacy, and secondary traumatic growth. Indirect exposure to
trauma and demographic variables were assessed as possible factors that should be controlled
when testing the hypotheses.

Secondary traumatic stress. Secondary Traumatic Stress Scale (Bride et al., 2004) is a
17-item questionnaire used to measure the frequency of STS symptoms in the past month. It
comprises the Intrusion subscale (five items), the Avoidance subscale (seven items), and the
Arousal subscale (five items). The present study only used a total score of all items. Using a
5-point response scale, ranging from 1 (mever ) to 5 (very offen), participants evaluated frequency
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Table 1
Descriptive and Demographic Statistics for Study 1 and Study 2
Measure Study 1 T1 Study 1 T2 Study 2T1 Study 2 T2
Mean age (S0) 48.91 (12.83) 50.27 (12.59) 35.37 (R4E) 35.08 (8.12)
CGender
Female 195 (66.6%0) E2(71.3%) 226 (75.8%) 130 (80.6%4)
Male GE(33.4%) 33 (28.7%) 69 (23.2%) 36(19.0%40)
Intimate relationship
In a long-term 224(T6.5%) E1(70.4%) 219(73.5) 146 (77.2%)
relationship
Not in a long-term 62 (21.2%) 31 (27.0%) 77 (25.8%) 42 (22.7%)
relationship
Highest degree
High school 1{0.3%) 0 (0F%) 62 (20.8%) IS(1R.5%)
Associate’s degree 1 (0.4%:) 0 {0f%) - -
Bachelor’s degree & (2.00%) 2(1.7%%) 65 (21.8%) 37 (19.6%0)
Master's degree 130 {42 4%5) 55 (47.8%) 166 {35.7%) 114 {60.3%0)
Doctorate degree 155 (52.9%) 58 (50.4%) 3(1.0°%) 1 (0L5%)
Profession
115 CP(39.2%) 41 CP (35.7%) 143 HCP (4B.0%) Be HCP (45.5%)
77 counselors 27 counselors 113 3W (37.9%%) TT SW (40.7%%)
(26.3%) (23.3%)

56 SW (19.1%%) 21 W (1B.3%) 37 others (12.4%%) 23 others (12.2%)
IS HCP{11.9%) 7 HCP (6.1%0)

Note. Tl = Time 1, T2 = Time 2; SI) = standard deviation; CP = clinical psychologist; HCP = healthcare
provider; SW = social worker. Sample size for Study 1: Ny = 293, Ny = 115. Sample size for Study 2:
Ny = 298, Npp = 189, Some percentages did not add up to 100% because of missing data. Long-term
relationship included married couples and couples in a committed relationship.

of each symptom in relation to their work with patients who had been exposed to traumatic
events. Sample items are “1 felt emotionally numb™ and “T felt jumpy.” Cronbach’s alpha was
.94 for both T1 and T2 assessments.

Secondary trauma self-efficacy. Because there is evidence that the domain-specific mea-
sures of self-efficacy are more useful in predicting adaptation than are the general ones { Luszezyn-
ska, Scholz, & Schwarzer, 2005), we employed self-efficacy specific to STS. Secondary trauma
self-efficacy is defined as the perceived ability to cope with the challenging demands resulting
from work with traumatized clients and the percerved ability to deal with the secondary trau-
matic stress symptoms. Secondary Trauma Self-Efficacy Scale (Cieslak et al.. 2013) is a 7-item
questionnaire based on other self-efficacy mstruments that were designed to measure perceived
ability to cope with demands resulting from direct exposure to trauma and perceived ability to
deal with posttraumatic stress symptoms (e.g.. Lambert, Benight, Harrison, & Cieslak, 2012).
Secondary trauma self-efficacy scale measures self-efficacy in the context of an indirect exposure
to trauma. Participants rate the degree of perceived capability on a 7-point scale, ranging from
1 {wery incapable) to 7 (very capable). The stem “How capable am [ to. .. " is followed by such
items as “deal with the impact these people have had on my life.” Cronbach's alphas were .87
{T1yand 91 (T2).

Perceived social support. Multidimensional Scale of Perceived Social Support (Zimet,
Dahlem, Zimet, & Farley, 1988} is a 12-item questionnaire measuring availability of social
support from family (four items), friends (Four items), and broadly defined significant others
(four items). A total score of all items was used in further analyses. The instruction was modified
to measure perceived social support in the context of work-related demands in the past month.
Participants rated the degree of agreement for each item on a 7-point scale, ranging from 1 (very
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sirongly disagree) to 7 (very strongly agree). Sample items are “I can talk about my problems

with my friends™ and “My family really tries to help me.” Cronbach’s alpha was .94 for both T1
and T2.

Secondary traumatic growth. Posttraumatic Growth Inventory-Short Form (PTGI-SF;
Cann et al., 2010) was used to assess positive changes resulting from indirect exposure to
trauma. The original PTGI-SF is a 10-item self-rated guestionnaire that measures experience of
significant positive change after a trauma. We modified the nstruction by asking participants
to rate the degree of change as a result of their indirect exposure to trauma through work
with clients. A 6-point response scale ranged from O (F did not experience this change) to 5 (1
experienced this change fo a very greal degree). Sample items are “I have a stronger religious
faith™ and “I established a new path for my life.” Cronbach’s alphas were 23 (T1) and .92 {T2).

Indirect exposure to trauma. Secondary Trauma Exposure Scale (Cieslak etal., 2013)was
used to measure indirect ex posure to traumatic events. It comprises a list of 10 potentially trau-
matic events {e.g.. natural disasters, sexual assaults, military combat). Participants responded
whether they were exposed to each event through their work with traumated clients. Then
they rated how frequently they worked with patients who experienced at least one of the po-
tentially traumatic events on the list, using a 7-point scale, ranging from 1 (never) to 7 (every
day).

Demographics. Demographic guestions included age, gender, a relationship status, pro-
fession, and highest academic degree.

Procedure. The study was approved by the institutional review board (IRB) at the au-
thors’ institution. Providers who were located in the civilian community received the email with
a link to the online survey through an online newsletter sent by TnWest Healthcare Alliance, an
organization managing health benefits for military patients and their families. Providers located
on military installations received the link to the survey in an email from the director of the
Department of Behavioral Health at Evans Army Community Hospital at Fort Carson, Col-
orado, and from the Psychology Consultant to the U.S. Army Surgeon General at San Antonio,
Texas. Respondents filled out the survey voluntarily, anonymously, and with no compensation
for their time. A pproximately 6 months later {mean [M] = 191.%0 days, P = 14.18), participants
who agreed to take part in the T2 assessment received an email invitation to the online survey
containing the same set of the questionnaires asin T1.

Analytical procedures. To test whether the data supported the cultivation hypothesis
and/ or enabling hypothesis, we performed multiple mediation analyses using PROCESS (Hayes,
212). PROCESS permits for conducting multiple mediator regression analysis, accounting
for covariates. Further, PROCESS allows for testing hypotheses assuming that mediators are
chained together in a specific sequence (e.g., secondary traumatic stress [the independent variable]
predicting social support [the first mediator], which in turn predicts self-efficacy [the second
mediator], which predicts secondary traumatic growth [the dependent variable]).

Results of analyses are presented using three types of coefficients. A regression coefficient for
each parameter is provided (see Figures 1 and 2). Further, PROCESS estimates the indirect effect
coefficient (&) for each indirect pathway between the independent variable (STS at T1) and the
dependent variable {secondary traumatic growth at T2), accounting for respective mediators and
covariates. Bootstrapping method was used to test inferences about the significance of mediation
effects (B coefficients). The bootstrap approach is considered superior to normal theory-based
Sobel’s test for the significance of the mediation {Hayes, 2012). Finally, we calculated partially
standardred indirect effect size coefficients, ab.m. {Preacher & Kelley, 2011), for each indirect
pathway.

To test the cultivation and enabling hypotheses as well as the hypotheses assuming simple
mediating effects of self-efficacy and social support, we estimated B coefficients and confidence
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Figure I, Model 1, referring to the cultivation hy pothesis, being tested with the multiple mediation analysis
Nate. A value before the slash is standardwed regression coefficient (Le, ) for Study 1, and value after
the slash 15 f for Study 2. T1 = Time 1; T2 = Time 2; ST Stress = secondary traumatic stress; 8T Growth
= secondary traumatic growth. Additionally, the following effects were controlled in the analyses: (a) the
effects of Tl indirect exposure on T1 secondary trauma self-efficacy (f = —.10, p= .19 for Study 1 and f =
6, p = .27 for Study 2), T2 social support (f = .05, p = .42 for Study 1 and f = —.05, p = .45 for Study
2), and T2 secondary traumatic growth (f = —.11, p = .18 for Study 1 and p = —.06, p = .32 for Study 2);
(b) the effects of T1 social support on T1 self-efficacy (f = .18, p = .03 for Study 1 and i = .15, p= .01
for Study 2), T2 social support (f = .77, p = 001 for Study 1 and f = .29, p = .001 for Study 2), and T2
secondary traumatic growth (f = —. 11, p= 41 for Study 1 and f = .01, p= .23 for Study 2); (c) the ffects
of T1 secondary traumatic growth on T1 self-efficacy (f = 28, p = 001 for Study 1 and f = 13, p = .02
for Study 2), T2 social support (f = —.05, p = 44 for Study | and f = —.07, p = .28 for Study 2), and
T2 sccondary traumatic growth (B = .51, p < 001 for Study 1 and f = .58, p < 001 for Study 2). Values
displayed only for completers.

#En o 001 **p = 01 *p = 05.

mtervals for Bs using PROCESS. To obtain B for a specific indirect pathway, all variables,
including the independent, mediators, dependent, and covariate variables, were entered into
one equation. For the cultivation hypothesis (Model 1), secondary trauma self-efficacy (T1)
and perceived social support (T2) were entered into the eguation in a serial order to test if
secondary trauma self~efficacy (T1) has a delayed effect on perceived social support (T2: see
Figure 1). Indirect exposure to trauma (T1), perceived social support (T1), and secondary
traumatic growth (T1) were entered into the eguation as covariates The enabling hypothesis
model (Model 2) used the same set of assumptions and variables, except the sequential order of
mediator variables was altered: perceived social support (T1) was assumed to predict secondary
trauma self-efficacy (T2; see Figure 2). For the enabling hypothesis, indirect exposure to trauma
(T1), secondary trauma self-efficacy (T1), and secondary traumatic growth (T1) were controlled
for in the equation.

Missing data for all variables were replaced using the multiple imputation method (Schafer &
Graham, 2002; Stremner, 2002). In the first step, data missing for those who completed both T1
and T2 was imputed. Secondary traumatic growth (T1 and T2), STS (T1 and T2), self-efficacy
(T1 and T2), social support (T1 and T2) and secondary trauma exposure frequency (T1) were
included in the regression method for multiple imputation. In total, 0.48% of the values at T1
and 0.23% of the values at T2 were replaced. In the second step, data missing for dropouts
(55.48% of the T2 values) were imputed. Data obtained at T1, mcluding exposure, support,
efficacy, growth, STS, and sociodemographic vanables aswell as completer /dropout status were
missing completely at random (MCAR), Little’s 3%(16) = 11.74, p = .76. Analyses for T2 also
confirmed MCAR pattern of missing data, Little’s z%(6) = 4.25, p= 64.

The analyses were conducted initially for completers. Next, we repeated the estimation of B
coefficients, their confidence intervals, and effect swes using data from completers and imputed
data of those who dropped out at T2 (i.e,, completers and dropouts).

Resulis

Preliminary analyses. Table 2 displays means, standard deviations, and Pearson's correla-
tions of all variables measured at T1 and T2. Attrition analysis showed no significant differences

53



Cultivating Secondary Traumatic Growh 7

A08

L 4

Support T1

Self-Efficacy T2

ST Siress T1 ¥ ST Growih T2

Figure 2 Model 2, referring to the enabling hypothesis, being tested with the multiple mediation analysis.
Neote. A value before the slash s standardwed regression coefficient (Le., B) for Study 1, and value after
the slash is p for Study 2. T1 = Time 1; T2 = Time 2; ST Stress = sccondary traumatic stress; 8T Growth
= secondary traumatic growth. Additionally, the following effects were controlled in the analyses: (a) the
effects of Tl indirect exposure on T1 social support (f = .03, p= .72 for Study 1 and f = —.11, p = .14
for Study 2), T2 sclf-cfficacy (f = .01, p = .92 for Study 1 and f = —.06, p = .31 for Study Z), and T2
secondary traumatic growth (i = —.10, p = .23 for Study 1 and f = —.07, p = .30 for Study 2); (b) the cifects
of Tl secondary trauma self-efficacy on T1 social support (f = 25, p = 03 for Study | and f = 27, p=
AN for Study 2), T2 self-efficacy (f = 48, p = .001 for Study 1 and f = .51, p = .001 for Study 2), and T2
sccondary traumatic growth (f = .04, p = .69 for Study 1 and f = .04, p= .71 for Study 2); (c) the cffects of
T1 secondary traumatic growth on T1 social support (f = 09, p= .33 for Study 1 and = 08, p= 29 for
Study 2}, T2 self-efficacy (f = .03, p = .68 for Study 1 and f = .01, p = .82 for Study 2), and T2 secondary
traumatic growth (B = .50, p < .001 for Study 1 and p = .57, p < .01 for Study 2). Valucs displayed only
for completers.

e o 001 **p = 01. *p = 05.

between completers and dropouts in terms of STS at T1, #291) = 0.17, p = .87; secondary
trauma self-efficacy at T1, #291) = 0.29, p = .77; perceived social support at T1, #(291) = (.08,
P =.94; secondary traumatic growth at T1, 1291} = 1.25, p = .21; indirect exposure to trauma,
1291y = 0.65, p = .52; age, 1(287) = 161, p = .11; gender, 3*(1) = 2.38, p = .12; relationship
status, ¥7(1) = 282, p = .09; profession, 133 = 5.79, p = .12; and education, y3(4) = 2.48,
p= 065

M ultiple mediation analyses. Totest the four hypotheses, two multiple mediation models
were analvzed. Model 1 was designed to verify Hypothesis 1 (with self-efficacy at T1 as a
mediator), Hypothesis 2 (with social support at T2 as a mediator), and Hypothesis 3 (Le.,
cultivation process). In Model 2, Hypotheses 1 and 2 were tested again (but with mediators
measured at T2 and T1, respectively ), and Hypothesis 4 (i.e., enabling process) was evaluated.

Model 1

First, data obtained from completers were analyzed. The multiple mediation analysis for Model
1 showed that Pathway 1, testing the simple mediation effect of secondary trauma self-efficacy at
T1 (Hypothesis 1) and Pathway 2 testing the simple mediation role of perceived social support
at T2 (Hypothesis 2), were not significant (Table 3).

Second, analyses conducted with dropout values imputed showed that Pathway 1 was signifi-
cant {Table 3). In particular, higher STS (T1) was related to lower secondary trauma self-efficacy
(T1), f = —.60, p= 001, and lower self-efficacy (T1) predicted lower secondary traumatic growth
(T2), p = .11, p = .04. Furthermore, Pathway 2 was significant (Table 3). Higher STS (T1) ex-
plained higher perceived social support (T2), g = .07, p = .06, which in turn was associated with
lower secondary traumatic growth (T2), g = .32, p= .001.

Testing for the cultivation hypothesis. When the completers’ data were analyzed, Path-
way 3 of Model 1 was significant, indicating that the cultivation hypothesis was supported
{Table 3). Figure 1 shows standarded regression coefficients for each path in Model. After
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controlling for the effects of three covariates (i.e. T1 indirect exposure to trauma, T1 social
support, and T1 secondary traumatic growth), high secondary traumatic stress (T1) was related
to lower secondary trauma self-efficacy (T1), which in turn predicted lower social support (T2),
and then lower social support (T2) was related to lower secondary traumatic growth (T2).
Similar results, confirming the cultivation hy pothesis, were obtained when imputed data for
dropouts were included in the analysis (Table 3). Again, Pathway 3 of Model 1 was significant.

Model 2

When data obtained from the completers were analyzed, the multiple mediation analysis for
Model 2 showed that Pathway 4 was significant {Table 3). Higher STS (T1) predicted lower
secondary trauma self-efficacy (T2), and lower self-efficacy (T2) was related to lower secondary
traumatic growth {T2; see Figure 2). Pathway 5, testing the mediation effect of social support
(T1), was not significant (Table 3) when the analyses were conducted just for completers.

In the analysis accounting for data from completers and imputed dropouts, Pathway 4 was
significant (Table 3). High STS(T1) predicted low self-efficacy (T2), g = —.21, p=.001, and high
self-efficacy (T2) was related to high secondary traumatic growth (T2), g = .20, p= .01. Pathway
5was also significant (Table 3). Higher 8T8 (T1) was associated with lower sccial support (T1),
p = —.21. p = .001, which in turn predicted lower secondary traumatic growth (T2), p = .11,
p= .03

Testing for the enabling hypoihesis. When data obtained from the completers were
analyzed, Pathway 6, representing the enabling hypothesis, was not significant (Table 3). Figure 2
shows standardwed regression coefficients for each path. The indirect effect testing enabling
hypothesis was not significant when dropouts’ imputed data were included in the analysis
(Table 3). In sum, the enabling hypothesis was not supported.

Discussion

Results of Study 1 provided support for the cultivation hy pothesis stating that secondary trauma
self-efficacy facilitates perceived social support. These two variables constitute a specific order
of chained mediators in the relationship between secondary traumatic stress and secondary
traumatic growth. The enabling hypothesis was not supported. Further, analyses conducted
for completers and analyses including imputed dropout values yielded similar results: The
cultivation hypothesis should be accepted, whereas the enabling hypothesis should be rejected.
Inconsistency of the results referring to the mediating function of self-efficacy (Hypothesis 1)
and social support (Hypothesis 2) requires further investigation. In general, analyses provide
tentative support for simple mediating effects of self-efficacy behefs. The indirect effects of self-
efficacy, obtained in simple mediation analysis, were larger than the indirect effects observed for
social support. The findings of Study 1 should be replicated on a different sample to confirm
that the findings are not specific for behavioral and mental healthcare providers working with
traumatized military populations.

Study 2

To rectify the limitation of Study 1 related to a circumseribed client population, all hypotheses
were tested again in a longitudinal study among professionals providing services to traumatized
civilian populations. Additionally, these professionals were working within a different cultural
context, in Poland. Thus, Study 2 was also designed to provide cross-cultural and clinical
population validation of the initial findings.

Methad

Farticipants. Healthcare and social workers providing services for civilian survivors of
traumatic events were enrolled in the study. Inclusion criteria were (a) working at least one year
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as a social worker or healtheare provider (e.g., physician, nurse, or paramedic); (b) providing
services for a civilian population suffering from trauma; and (c) being indirectly exposed to
trauma through interaction with clients. A total of 298 respondents (69 males, 23.2%4) who met
these criteria completed the online survey at T1. See Table 1 for sample demographic information.
Participants were indirectly exposed to different types of traumatic events at work, including
life-threatening illness or injury (89.3%), physical assault {87.6%), sudden unexpected death of
someone close (82.6%), transportation accidents (73.5%), sexual assault (52.7%4), and natural
disasters (30.2%). Only 9.4% of participants were indirectly exposed to military-related trauma.
Additionally, 77.9%, of participants reported a lifetime direct exposure to a traumatic event. Of
those who completed the T1 assessment, 189 participants (36 males, 19%) took part in the T2
measurement.

M easures. Respondents completed the same set of measures as in Study 1. These included
(a) the Secondary Traumatic Stress Scale {(us = .91 for T1 and .93 for T2): (b) the Secondary
Trauma Self-Efficacy Scale (s = .89 for T1 and .88 for T2); (c) the Multidimensional Scale
of Perceived Social Support (@ = .96 for both T1 and T2); and (d) a modified version of the
Posttraumatic Growth Inventory-Short Form (os = .92 for Time 1 and .91 for Time 2). As in
Study 1, only total scores were used for the questionnaires, and the indirect exposure to trauma
was measured with one item (frequency of exposure) in the Secondary Trauma Exposure Scale.
Instructions for all instruments were modified so that participants were asked to respond to
the items in the context of work-related indirect exposure to trauma. The Polish versions of
measures were prepared using the back-translation procedure.

Procedure. The study was approved by the IRB at the appropriate institution in Poland.
Data were collected with a web-based survey. Participants were recruited through professional
and online social networks dedicated to specialists working with traumatwed clients. Those who
volunteered were informed about the study aims, provided informed consent, and filled out
the enline questionnaires. If participants agreed to take part in the T2 survey, they received an
e-mail invitation. The mean time that elapsed between the T1 and T2 was 162.04 days (5D =
39.72).

Analytical procedures. Missing data were replaced using the multiple imputation method
with the same procedures as in Study 1 (Schafer & Graham, 2002; Streiner, 2002). As in Study
1, the data were missing completely at random at T1, Little’s ¥*(12) = 14.73, p = .26, and at
T2, Little’s 3%(9) = 13.88, p = .13. For completers-only analyses, 1.17% of the T1 values were
replaced and 0.40% of the T2 values were replaced. When data for completers and dropouts
were analyzed, 36.3% of the T2 values were replaced. A series of two multiple mediation analyses
were performed using the same procedure and software as in Study 1.

Resulis

Preliminary analyses. Table 2 displays the means, standard deviations, and correlations
for the study variables. Attrition analysis showed no significant differences between completers
and dropouts at T1 in terms of ST, 1(296) = (.61, p= .54, secondary trauma self-efficacy, 1(294)
=10.57, p = .57, perceived social support, 1(296) = 0.63, p = .53, secondary traumatic growth,
1(296) = (.86, p = .39, indirect trauma exposure, #(29%6) = 1.88, p = 06, age, #(269) =0.76,p =
45, intimate relationship status, Yl =36l,p = 06, profession, ¥H2) =177, p= 41, and
education, 3%(3) = 5.60, p = .13. However, compared to dropouts, completers were more often
women than men, x3(1)=4.57, p= 03.

Across the study variables’ mean levels obtained by participants in Studies 1 and 2 were
compared (see Table 2). In Study 1. respondents reported significantly higher frequency of
indirect exposure to trauma, higher levels of social support (T1 and T2) and secondary trauma
self-efficacy (T1 and T2), significantly lower secondary traumatic growth (T1 and T2), and lower
STS(T1 and T2) compared to professionals enrolled in Study 2.
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Multiple mediation analyses. The cultivation and enabling hypotheses as well as simple
mediation hypotheses were tested with the same two multiple mediation models as in Study 1.

Model 1

First, data obtained from the completers were analyzed. Pathway 7, testing the simple mediation
effect of T1 secondary trauma self-efficacy (Hypothesis 1), was not significant (Table 3). In
contrast, the simple meditation effect of perceived social support (T2) was found to be significant
in the relationship between STS at T1 and secondary traumatic growth at T2 (Hypothesis 2; see
Table 3. Pathway %). After accounting for the effects of three T1 covanates, STS (T1) predicted
increased perceived social support (T2) 2, which in turn was associated with increased levels of
secondary traumatic growth (T2; see Figure 1). Next, analyses were repeated with data obtained
from completers and dropouts (after applying multiple imputation procedures). A similar pattern
of results emerged (Table 3).

Testing for the cultivation hypothesis. When completers’ data were analyzed, resulis of
the multiple mediation analysis provided support for Hypothesis 3. Please refer to the confidence
intervals for Pathway 9 in Table 3. After partialling out the effects of the three covariates, T1 STS
was related to lower self-efficacy (T1), and then lower self-efficacy (T1) contributed to the lower
level of social support (T2), which in turn was related to lower levels of secondary traumatic
growth (T2: see Figure 2). Similar results, confirming the cultivation hypothesis, were obtained
when imputed data for dropouts were included in the analysis (Table 3).

Model 2

Results of the simple mediation analysis (conducted for completers) indicated that neither
secondary trauma self-efficacy (T2) nor perceived social support (T1) mediated the relationship
between STS at T1 and secondary traumatic growth at T2 (see Table 3, Pathways 10 and
11). Similar results were obtained when imputed dropouts’ data were included in the analysis
{Tahle 3). Thus, Hypotheses 1 and 2 were not supported.

Testing for enabling the hypothesis. The analyses conducted for completers showed that
Pathway 12, testing the enabling process { Hypothesis 4), was not significant (see Table 3). When
imputed data for dropouts were included in the analysis, similar results for Pathway 12 were
obtained (Table 3). The enabling hy pothesis was not supported.

Discussion

In line with findings obtained i Study 1, results of Study 2 supported the cultrvation hypoth-
esis but not the enabling hypothesis. Further, analyses conducted for completers and analyses
accounting for dropouts’ imputed data vielded consistent results. There was no support for
the hypothesis assuming simple mediating effect of self-efficacy. whereas the simple mediating
effects of social support were found only if support was measured at T2 (at the same time when
secondary traumatic growth was assessed).

(eneral Discussion

This two-study investigation examined the indirect effects of 5TS on secondary traumatic growth
via perceived social support and secondary trauma self-efficacy. These two mediators were
assumed te operate either independently (Hypotheses 1 and 2) or sequentially, that is, with
secondary trauma self-efficacy cultivating social support (Hypothesis 3), and/or social sup-
port enabling self-efficacy beliefs (Hypothesis 4). Taking into account the findings in both
longitudinal studies, general support was obtained for the cultivation hypothesis in the context
of the relationship between secondary traumatic stress and secondary traumatic growth.
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The partial corroboration of Hypothesis 1 was found in Study 1 when self-efficacy was
measured at T2 (Pathway 4): Hypothesis 2 was confirmed in Study 2 when social support was
assessed at T2 (Pathway 8). These results, obtained for a group of completers, may suggest
that self-efficacy and social support are more likely to mediate the STS—secondary traumatic
growth relationship if these mediators are measured more closely to the time when a dependent
variable 1s assessed. This observation needs further investigation because it may shed light on
contradictory results of the cross-sectional studies testing the mediating effects of social support
or self-efficacy (e.g.. Lincoln, Chatters, & Taylor, 2005; Pietrzak et al., 2010).

Another matter requiring further attention is an explanation why we have found partial col-
laboration for Hypothesis 1 in Study 1 (i.e., for a simple mediating effect of self-efficacy) and
for Hypothesis 2 in Study 2 (e, for a simple mediating effect of social support). The two
primary differences between the two studies were the type of indirect exposure (military versus
nonmilitary trauma) and the country where study was conducted (U.S. vs. Poland). Although
we do not know if either of these factors may be responsible for the inconsistent results in our
studies, there is empirical evidence that direct exposure to battlefield trauma may lead to differ-
ent outcomes than other types of traumatic exposure, such as civilian terrorism, work, or traffic
accidents (Amir, Kaplan, & Kotler, 1996). There is also evidence from studies on direct ex posure
to trauma that PTSD affects self-related cognitions, such as self-efficacy, more in indwviduahistic
cultures (typically Western countries) than in collectivistic cultures (typically Eastern countries;
Jobson & O'Kearney, 2008). Moreover, collectivism may function through social support reduc-
ing negative consequences of trauma (Moscardino, Scimin, Capello, & Altoe, 2010). The type of
indirect ex posure and cultural values, such as individualism-collectivism, need to be investigated
further as possible factors facilitating or hindering the effects of self-efficacy and social support.

Both studies show robust evidence supporting the cultivation hypothesis. In the context of the
relationship between secondary traumatic stress and secondary traumatic growth, self-efficacy
facilitated perceived social support when both mediating factors were contextualzed in trauma-
related work settings. Prior to our study. the cultivation hypothesis has not been tested in
the context of secondary traumatization, and it has not been consistently confirmed in other
research contexts (cf. Schwarzer & Knoll, 2007). An explanation for the supportive findings
with the cultivation hypothesis is that the mediating factors measured were matched to the type
of stressful event (L.e., indirect exposure) and the type of outcome (i.e.. secondary traumatic
growth; Kaniasty & Norris, 1992).

The findings regarding the cultivation hypothesis may have implications for SCT (Bandura,
1997). Social cognitive theory proposes that self-efficacy is a key factor facilitating adaptation
in challenging situations. Our results suggest that enhancing self-efficacy helps a long-term
adaptational process by facilitating social support. In contrast, enhancing social support without
regard for perceptions of self-efficacy may have limited long-term effect on positive outcomes
(e.g., perceptions of growth). These results indicate that the interplay between trauma-related
consequences and environmental and individual factors may be time-sensitive. Other studies
showed that social support may not affect distress one week after a traumatic event; however,
it may reduce distress several weeks later (Cook & Bickman, 1990). Moreover, changes in self-
efficacy a couple of weeks after trauma have shown to be predictive of subsequent distress 3
months later {Benight, Cieslak, Molton, & Johnson, 2008). Future studies need to consider the
time sensitive nature of adaptation processes following indirect ex posure to trauma.

The support for of the cultivation hypothesis obtained in both studies may have some practical
implications for healthcare workers offering services for traumatized populations. As there are
no doubts that offering these kinds of services leads to a higher nisk of secondary traumatic
stress (Bride et al., 2004), it is important to know what psychological processes may be involved
in translating this negative outcome into a positive one (e.g., secondary traumatic growth).
Healthcare workers who are at risk for indirect trauma exposure should be offered education
about the importance of enhancing specific self-efficacy perceptions and about the role of efficacy
beliefs in fostering secondary traumatic growth. However, education alone is rarely enough to
promote self-efficacy (Bandura, 1997). Opportunities for skill attainment in the management of
STS reactions combined with education will likely yield more empowerment and thus reduce
the risk of a negative resource loss spiral (Hobfoll & Lilly, 1993).
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Our research has some limitations. Although both of our studies were longitudinal, there
were only two measurement points, whereas a four-wave investigation would be optimal to test
a sequential multiple mediation model with two mediators. Regarding a methodological limita-
tion related to a longitudinal design, the research procedures did not allow us to explain reasons
for dropouts at T2. Furthermore, structural equation medeling could be used for testing the
mediational hypotheses and comparing the goodness of fit for Models 1 and 2. Unfortunately,
that would require a bigger sample size, which was difficult to achieve considering the speci-
ficity of investigated groups. Statistical procedures employed in this article allowed for a robust
estimation of indirect effects with the optimal ratio between a sample size and the number of
analyzed parameters. Although our assumption was that secondary traumatic growth is a pos-
itive outcome and reflects processes of adaptation after indirect exposure to trauma, there are
studies indicating that posttraumatic growth may be dysfunctional (Luszczynska et al., 2012).
Future investigation of this issue in the context of secondary traumatic growth is required.

Finally, recent research has highlighted the interplay among self-referent thoughts, the pres-
ence and absence of positive and negative social support, and secondary traumatic growth
(McCormack, Hagger, & Joseph, 2011). Future investigation needs to account for presence (and
absence) of both positive and negative support in the relationship between self-efficacy and
secondary traumatic growth.

Summarzing, this is the first longitudinal two-study investigation of how social support and
self-efficacy operate as mediators between secondary traumatic stress and secondary traumatic
growth. Both studies consistently supported the cultivation hypothesis, indicating that self-
efficacy being affected by secondary traumatic stress facilitates social support and this indirect
pathway contributes to development of secondary traumatic growth.
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Traumatic
events

Direct exposure:
Victims or Survivors
- Experiencing or witnessing

Indirect (secondary) exposure:
Contact with traumatic material
through:

Non-work related contacts with
victims or survivors (e.g., within
family)

Media coverage

Cultural transmission
Transgenerational transmission

Consequences

PTSD
Other
None

Consequences

Secondary traumatic
stress

Job burnout (for
work- related indirect
exposure to trauma)
Other

None
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Aims of the Study

Two negative consequences of work-related indirect exposure to trauma:
1. Secondary traumatic stress (STS);
2. Job burnout (JB).

Are these consequences correlated?

Yes, but they should be only moderately related (between .30 and .70) as their theoretical
frameworks each have a different emphasis.

Differences in defining and measuring job burnout and secondary traumatic stress may be

crucial for testing the relationship between these two consequences of secondary exposure
to trauma.

Understanding possible moderators such as culture and gender may offer important
insights.

it SWPS

www.swps.pl
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STS: Definitions

Secondary traumatic stress (also called secondary posttraumatic stress; secondary PTSD) is
usually conceptualized as reactions resembling PTSD, and thus includes symptoms that are
parallel to those observed in people directly exposed to trauma (Bride et al., 2004)

- Secondary Traumatic Stress Scale (STSS; Bride et al., 2004), 17 items to measure three
clusters of symptoms: intrusive re-experiencing of the traumatic material, avoidance of
trauma triggers and emotions, and increased physical arousal (Bride et al., 2004) (see
criteria B, C, and D for PTSD).

Vicarious trauma focuses on cognitive effects of indirect exposure. A negative shift in

worldview occurs as a result of an empathetic engagement with clients’ or patients’

traumatic material (Pearlman, 1996).

- Traumatic Stress Institute Belief Scale, Revision L (TSI-BSL; Pearlman, 1996) measures
vicarious trauma and accounts for cognitive disruptions in the five schema areas: safety,
trust, esteem, intimacy, and control.

Compassion fatigue is defined as a reduced empathic capacity or client interest manifested
through behavioral and emotional reactions from exposure to traumatizing experiences of
others (Adams, et al., 2006).

- Professional Quality of Life (ProQOL; Stamm, 2010).
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ProQOL

Professional Quality of Life

Compassion Compassion
Satisfaction Fatigue

Secondary
Trauma

Burnout

Source: www.progol.org m SWPS
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PROFESSION ALITY OF LIFE SCALE (PROQO!

COMPASSION SATISFACTION AND COMPASSION FATIGUE
(PROQOL) VERSION 5 (2009)

When you [heip] people you have direct contact with their lives. As you may have found, your cempassion for those you
[help] can affect you in positive and negative ways. Below are some-questions about your experiences, both positive and
negative, as a [helper]. Consider each of the following questicns about you and your current work situation. Select the
number that honestly reflects how frequently you experienced these things in the

I=Never 2=Rarely 3=Sometimes 4=0Often 5=Very Often
1. lam happy.
2. lam preoccupied with mare than one person | [help].
3. | getsatisfaction from being able to [heip] people.
4. lfeel connected to others.
5. ljump or am startled by unexpected sounds.
6. Ifeel invigorated after working with thase | [help].
7. Ifind it difficult to separate my personal life from my life as a [helper].
8. lam not as productive at work because | am losing sleep over traumatic experiences of a person |
[help].
9. Ithink that | might have been affected by the traumatic stress of those | [help].
10. | feel trapped by my job as a [helper].
1. Because of my [helping], | have felt "on edge" about varicus things.
12, 1like my work as a [helper].
13 Ifeel depressed because of the traumatic experiences of the people | [help].
14, feel as though | am experiencing the trauma of someone | have [helped].
I5.  1have beliefs that sustain me.
16. | am pleased with how | am able to keep up with [helping] techniques and protocols.
17. 1am the person | always wanted to be.
18. My work makes me feel satisfied.
19.  1feel worn out because of my work as a [helper].
20. | have happy thoughts and feelings about those | [help] and how | could help them.
21.  Ifeel averwhelmed because my case [work] load seems endless.
22. | believe | can make a difference through my work.
23. | avoid certain activities or situations because they remind me of frightening experiences of the
- people | [help].
24, | am proud of what | can do to [help].
25.  Asa result of my [helping], | have intrusive, frightening thoughts.
26. | feel "bogged down" by the system.
27. | have thoughts that | am a "success” as a [helper].
28. | can'trecall important parts of my work with trauma victims.
29.  lam a very caring person.
30. 1am happy that | chose to do this work.

© B. Hudnal Stamm, 2009-2012. Professional Quaity of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). www.progolorg. This test
may be freely copied as long as (o] author s credited, (b) no changes are made, and (c) it is not sold. Those interested in using the test should visit
wiww.progolorg to verify that the copy they are using s the most current version of the test.

WWW.SWps.pl

it SWPS

71



YOUR SCORES ON THE PROQOL: PROFESSIONAL QUALITY OF LIFE SCREENING WHAT IS MY SCORE AND WHAT DOES IT MEANE

Based on your responses, place your personal scores below. If you have any concerns, you should discuss them with a
physical or mental health care professional.

In this section, you will score your test so you underscand the incerpretation for you. To find your score on each section,
total the questions listed on the left and then find your score in the table on the right of the section.

Compassion Satisfaction Scale

Compassion Satisfacti

Compassion satisfaction Is about the pleasure you derive from being able ta do your work well. For example, you may feel
like it is a pleasure to help others through your work. You may feel positively about your colleagues or your ability te
contribute to the wark setting o even the greater gaod of saciety. Higher scores on this seale represent a greater
satisfaction related to your ability to be an effective caregiver in your job.

The average score is 50 (SD 10; alpha scale reliabilicy .88). About 25% of people score higher than 57 and about 25% of
people score below 43, If you are in the higher range, you probably derive a geod deal of professional satisfaction from
your pasition. If your scores are below 40, you may eicher find problems with your job, or there may be some other
reason—for example, you might derive your satisfaction from activities other than your job.

Burnout

Most people have an incuitive idea of what burnout is. From the research perspective, bumout is one of the elements of
Compassion Fatigue (CF). It is asscciated with feelings of hopelessness and difficulties in dealing with werk or in doing your
job effectively, These negative feelings usually have a gradual onset. They can reflect the feeling that your efforts make no
difference, or they can be associated with a very high workload or a non-supportive work environment. Higher scores an
this scale mean that you are at higher risk for burnout.

The average score on the burnout scale is 50 (SD 10; alpha scale reliability .75). About 25% of pecple score above 57 and
about 25% of people score below 43. If your score is below 43, this probably reflects positive felings about your ability to

be effective in your work. If you score above 57 you may wish to think about what at work makes you feel ke you are not
effective in your position. Your score may reflect your mood; perhaps you were having a “bad day” or are in need of some
time off. If the high score persists or If it is reflective of other worries, it may be a cause for concern.

Secondary Traumatic Stress.

The second component of Compassion Fatigue (CF) is secondary traumatic stress (STS). It is about your work related,
secondary exposure to extremely or raumatically stressful events. Developing problems due to exposure to other's
trauma is somewhat rare but does happen to many people who care for these who have experienced extremely or
traumatically stressful events. For example, you may repeatedly hear stories about the traumatic things that happen to
other people, commanly called Vicarious Traumatization. If your work puts you directly in the path of danger, for example,
field work in a war or area of civil violence, this is not secondary exposure; your exposure is primary. However, if you are
exposed to others' traumatic events as a result of your wark, for example, a5 a therapist or an emergency worker, this is
secondary exposure. The symptoms of STS are usually rapid in onser and associated with a particular event. They may
include being afraid, having difficulty sleeping, having images of the upsetting event pop into your mind, or aveiding things
that remind you of the event,

The average score on this scale is 50 (SD 10; alpha scale reliability .81). About 25% of pecple score below 43 and about
25% of people score above 57. If your score is above 57, you may want to take some time to think about what at work may
be frightening to you or if there is some other reason for the elevated score. While higher scores do not mean that you do
have a problem, they are an indication that you may want to examine how you feel about your work and your work
environment. You may wish ta discuss this with your supervisor, a colleague, or a health care professional.

© B, Hudnal Starmm, 2009-2012. Prafessional Qually of Uife: Compassion Satisfaction and Fatigue Version 5 (ProQOL). www.proqol org. This test

may be [reely copied as long as (a) author is credited, (b) no changes are made, and (¢} it is not sold, Those interested in using the test should visit
2

www.proqolorg to verify that the copy they are using is the most current version of the test.
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Copy your rating on each of these

questions on to this table and add The sum So My And my
them up. When you have added then of my Score ‘Compassion
up you can find your score on the Compassion | Equals | Satisfaction
table to the right. Satisfaction level is
is
22 or less 43 or less Low
Between
Jamg 4y | Around50 | Average
42 ormore | 57 or mare High
Burnout Scale
On the burnout scale you will need to o=
take an extra step. Stared items are. *4. The sum of So my And my
“reverse scored.” If you scored the 8. my Burnout score Burnout
item 1, write a 5 beside it. The reason 10 Q is equals level is
we a5k you to reverse the scores is 5,
because scientifically the measure 7, 22 or less 43 or less Low
warks better when these questions 19,
are asked in a positive way though T Ber a4 B | Around50 | Average
they can tell us more about their % il
negative form, For example, question ‘29‘ — 42 or more 57 or more High
1. "l am happy” tells us more about —_— —
You | Change | theeffects Total:
Wrote to of helping
5 when you
2 4 are not.
3 3 happy so
4 2 you reverse
5 ! the score
Secondary Traumatic Stress Scale
Just like you did on Compassion
Sarisfaction, copy your rating on each of The sumof | So My And my
these questions on to this able and add i Score Secon
them up. When you have added then up oy sary | Equals Tmmﬂwc’
you can find your score on the wble to B Stress level
the right. rauma . s ress level
2 or less 43 or less Low
Between 23
and 41 Around 50 Average
42 or more 57 or more High

© 8. Hudnall Stamm, 2009-201 2. Professional Qualiy of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). www.progol.org. This test
may be freely copied as long as fc) author is credited, (b) no changes are made, and (cl it is nat sold. Those interested in using the test should visit
www proqolorg to verfy that the copy they are using i the most current version of the test.
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Job Burnout within Compassion Fatigue Framework

Job burnout within compassion fatigue framework is described as being “associated with
feelings of hopelessness and difficulties in dealing with work or in doing your job
effectively” (Stamm, 2010, p. 13).

Job burnout definition included in compassion fatigue framewaork differs from the more
common approaches that focus more on exhaustion (e.g. Demerouti et al., 2003; Maslach et
al., 2001).
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Job Burnout: Three-Component Definition

Job burnout may be defined as “a prolonged response to chronic emotional and
interpersonal stressors on the job, and is defined by three dimensions: exhaustion,
cynicism, and inefficacy” (Maslach et al., 2001, p. 397).

- The Maslach Burnout Inventory — General Survey (MBI-GS; Maslach et al., 2001).
- The MBI-Human Services Survey - in occupations requiring contact with patients
- the MBI-Educators Survey — for professionals working with students or pupils

Two out of three job burnout components are named differently in MBI-GS than in other
MBI versions

Cynicism = Depersonalization

Inefficacy = Reduced personal accomplishment
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The Exhaustion-Focused Conceptualizations of Job Burnout

1. “Personal burnout is the degree of physical and psychological fatigue and exhaustion
experienced by the person” (Kristensen, Borritz, Villadsen, & Christensen, 2005, p. 197)
and should be measured in a domain-specific contexts.

- The Copenhagen Burnout Inventory (CBI): personal, work-related, and client-oriented
burnout.

2. “Burnout is a state of physical, emotional, and mental exhaustion” (cf. Malach-Pines,
2005, p. 78).
- The Burnout Measure (BM): the 21-item and 10-item versions.

3. Job burnout “as relating to individuals’ feelings of physical, emotional, and cognitive
exhaustion, thus focusing on continuous depletion of the individuals’ energetic coping
resources resulting from their chronic exposure to occupational stress” Shirom &
Melamed , 2006, p. 179).

- The Shirom-Melamed Burnout Measure (SMBM): depletion in three areas (physical
strength, emotional energy, and cognitive liveliness), 12 items.

it SWPS

www.swps.pl




A Two-Dimensional Job Burnout Framework

A two-dimensional job burnout framework focuses on exhaustion and disengagement
from work, defined as “distancing oneself from one’s work and experiencing negative
attitude toward the work objects, work content, or one’s work in general” (Demerouti,
Bakker, Vardakou, & Kantas, 2003, p. 14).

- The Oldenburg Burnout Inventory (OLBI)

Burnout defined as “a consequence of intensive physical, affective, and cognitive strain,
i.e., as a long-term consequence of prolonged exposure to certain job demands”
(Demerouti et al., 2003, p. 14).
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Study Aims

To systematically review and meta-analyze the associations between STS and job burnout

To test the effects of moderators:

(a) The type of measurement used for STS assessment (measures of cognitive shift or PTSD-
like symptoms versus measures of compassion fatigue);

(b) The type of assessment of job burnout (the ProQOL burnout subscale versus other job
burnout instruments, such as the MBI and the OLBI which have clearly defined
emotional exhaustion as a key component);

(c) The theoretical framework (the compassion fatigue approach versus other approaches
to job burnout and secondary traumatic stress),

Other potential moderators:

(a) The country where the study was conducted (the U.S. versus other countries),

(b) The continent where the study was conducted (North America versus others),

(c) The measurement language (English or others),

(d) Gender (predominantly male sample consisting of at least 75% men versus
predominantly female sample consisting of at least 75% women),

(e) Occupations with higher likelihood of both direct and indirect work-related trauma
exposure (e.g., rescue/emergency workers, nurses, social workers, firefighters) versus
occupations that may involve only indirect work-related trauma exposure (e.g.

therapists, social workers).
it SWPS
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Literature Search

* Independent studies available before 2012.
* Databases: PILOTS, ScienceDirect, Scopus, and Web of Knowledge.
* Combinations of the keywords:
* job burnout (“burnout” or “burn-out”)
* secondary traumatic stress (“trauma*”, “posttrauma*”) - asterisks indicate that a
keyword may consist of the stem and any suffix (e.g., “traumatic”).
* “compassion fatigue” and “PTSD”.
* Manual searches of the reference lists were conducted.
* At least two of the authors (KS, RC, AD or EM) were involved at all stages of data

extraction, coding, synthesis, and analysis.

The initial search resulted in 337 papers.
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Inclusion/Exclusion Criteria

(a) STS and job burnout were measured at some time point.

(b) The relationship between STS and job burnout was assessed, or authors provided
appropriate statistics upon request;

(c) Papers reported statistics that could be converted into Pearson’s coefficient (e.g., t-test,
F-test, x2, z-test);

(d) Original studies enrolled workers performing job tasks involving contact with traumatized
clients/patients or traumatic material.

(e) English-language publication restriction was applied (although the measurement itself
could be in a non-English language).

(f) Dissertations and book chapters were excluded.

(g) Studies applying qualitative methods, narrative reviews, and research on non-workers
(e.g., student samples) were excluded.

(h) When two or more studies used the same sample, only one publication was included.

The selection processes resulted in 45 studies meeting all inclusion criteria.

However, four of those studies were excluded from further analysis, because they were
identified as outliers with z-scores greater than 10 or less than -10 (Alkema, Linton, & Davies,
2008; Backholm & Bjorkqvist, 2010; Lauvrud, Nonstad, & Palmstierna, 2009; Maunder et al.,
2006).

Thus, 41 original studies were analyzed. m S\NPS
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Potentially relevant studies
identified and screened

(k=337)

[¥%)

Studies excluded: review articles (k= 122) and qualitative
studies (k= 8)

A 4

Studies retrieved for more
detailed evaluation
(k=207)

R Studies excluded: not meeting the inclusion eriteria
" (k=155)

v

Studies with usable
information (k= 52)

Studies excluded: using the same sample as another study
meluded in the analyses (k=7)

y

Studies initially included
in the analysis

(k= 45)

Studies excluded from meta-analysis: identified in
preliminary analysis as outliers with z-scores = 10 or = 10

(Alkema et al., 2012: Backholm & Bjorkqvist. 2010;
Lauvrud et al., 2009: Maunder et al.. 2006) (k=4)

v

k=41 Studies included in the
= final meta-analysis ‘m S\ ’\ , PS
(k=41)
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Description of Analyzed Material

k =41 original studies.

N = data from 8,256 workers were analyzed .

Sample sizes: varied from 13 to 961 participants (M = 198.63, SD = 205.48).
Gender: 59.03% of women in the average sample .

Occupational groups:

» therapists, mental health professionals, social workers, and counselors (36.58%; k = 15),
* emergency, ambulance or rescue workers (12.20%; k = 5),

* child care workers and child healthcare providers (9.76%; k = 4),

* nurses (7.32%; k= 3),

» forensic specialists (4.88%; k = 2),

* chaplains (4.88%; k = 2),

* and other non-categorized professionals (24.39%, k = 10).
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Description of Analyzed Material

Geography:

* 22 studies (53.66%) in North America

* 4 studies (9.76%) in Israel

* 3inltaly (7.32%),

* 2in Australia (4.88%), 2 in the Netherlands (4.88%)

Only 2 multi-country studies (4.88%) - conducted both in Canada and the U.S.
Only 3 studies (7.32%) from Africa or Asia.

Language:

* An English-language version of the questionnaires was applied in 65.85% (k = 27) of the
studies.
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Description of Analyzed Material

The most popular measures:

* STS was measured within compassion fatigue framework (Figley & Stamm, 1996).
These ProQOL-related measures were used in 65.85% of studies (k = 27) and among
5,343 respondents (64.72% of the total sample).

* Job burnout was measured within compassion fatigue framework .

The ProQOL was applied in 60.98% of studies (k = 25), with 5,409 (6.51% of the total
sample)

Overall, ProQOL was used in 34.15% of studies (k = 14) to assess both STS and burnout
constructs.
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JB-STS: Overall Effect and Measures and Framework as Moderators

r rRange r95%Cl n k Q %  Fail- t
Safe N
Overall effect .691 .252-941 .647-.731 8256 41 478.49* 91.64 10603 -
Measures
STS measure 39.96**
ProQOL or related 729 .435-.941 .693-.762 5343 27 153.94* 83.11 14138
STS as PTSD-like symptoms .608 .252-.878 .483-.709 2913 14 287.43* 95.48 4829
Job burnout measure
ProQOL-related versus other measures 52.33**
ProQOL or related 744 505-.941 .710-.775 5409 25 142.39* 83.15 14163
Other .589 .252-.878 .471-.687 2847 16 273.58* 94.52 4817
Framework applied
Compassion fatigue versus other approaches 51.18%*
Only compassion fatigue framework 744 505-.941 .707-.776 4958 23 132.03* 83.34 9879
No measure from the compassion fatigue 578 .252-.878 .426-.699 2462 12 261.60* 95.80 3029
framework
Compassion fatigue versus mixed approach 44.69**
Only compassion fatigue framework 744 505-.941 .707-.776 4958 23 132.03* 83.34 9879
At least one measure from other framework .612 .252-878 .509-.697 3298 18 299.43* 94.32 7033

www.swps.pl
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JB-STS: Other Moderators

r rRange r95%Cl n k Q %  Fail- t

Safe N

Country 18.00**
USA 725 .A35-842 .678-.767 3572 19 129.17* 86.07 2698
Other countries .675 .256-.941 .604-.736 4132 20 245.87* 92.27 10483

Continent 3.79%*
North America (USA and Canada) .697 .252-.842 .636-.748 4313 22 252.03* 91.67 5846
Countries from other continents .685 .256-.941 .615-.745 3943 19 224.18* 91.97 9797

Language of applied measures 14.22%*
English 706 .252-941 .653-.752 4670 27 269.56* 90.36 10994
Other .662 .256-.881 .574-.735 3586 14 204.82* 93.65 6395

Gender 14.58%*
Primarily male (at least 75% of males) .608 .256-.827 .448-729 1211 6 60.63* 91.75 731
Primarily female (at least 75% of females) .692 .252-.878 .594-.769 2744 15 256.61* 94.54 7205

Occupations 18.27%*
With higher likelihood of secondary 719 .252-941 .652-.775 3526 22 271.20* 92.26 2787

exposure only

With higher likelihood of both primary .662 .256-.827 .601-.715 4730 19 198.42* 90.93 2496

exposure and secondary exposure
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Coexistence of STS and JB in professionals exposed indirectly to trauma in their work.
The meta-analysis of 41 studies suggested that the association between these two constructs
was high (r=.691), and that these two concepts may share as much as 48% of the variance.

If both STS and JB are measured within the compassion fatigue approach (i.e., by means of
the ProQOL and related measures), the proportion of shared variance is significantly larger
than if the measures are derived from any of the other approaches

(55% versus 34% of shared variance).

Significantly larger overlap between STS and job burnout may be expected

- if the data are collected in the U.S. (compared to other countries);

- If English-language versions of questionnaires are applied (compared to other-language
versions);

- In primarily female samples;

- In occupations which are likely to involve only indirect exposure (compared to
professionals who are likely to be directly and indirectly exposed to trauma at work).
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Thank you!
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STS: An umbrella term

We use the umbrella term, secondary traumatic stress (STS), to discuss such effects of
secondary exposure as

- secondary posttraumatic stress (Bride et al., 2004),

- vicarious traumatization (McCann & Pearlman, 1990), and

- and secondary traumatic stress aspect of compassion fatigue (Figley, 2002).
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Appendix VI: Poster: Secondary trauma self-efficacy scale: Psychometric evaluation.
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28 PROFESSIONAL BURNOUT

|
Charles Benight and Roman Cieslak

Researchers and practitioners have shown
increasing interest in job burnout since the
term was coined independently by Herbert J.
Freudenberger and Christina Maslach in the
late 1970s. As of May 2012 there were 3,682
publications recorded in the Web of Knowledge
database that had job or work burnout in the
topic. In 2010 there were 419, and in 2011
there were 493 such publications. These num-
bers show that job burnout is becoming one of
the most popular fields of research in occupa-
tional health psychology.

The growing interest in job burnout has
at least two sources. First, employees them-
selves have popularized the term “burnout”
when describing their difficulties in deal-
ing with intense work demands, challenging
clients, and poor organizational resources.
Second, occupational health psychologises
have become increasingly focused on opera-
tionalizing the term, determining methods of
assessment, validating different constructs,
and applying theoretical systems to map
burnout's trajectory. This has led to intrigu-
ing debates concerning identification of risk
and protective factors linked to burnout in
an attempt to generate a knowledge base for
intervention strategies. Despite the popular
use of the term, the scientific arena is emerg-
ing with significant gaps between what we
understand intuitively and what we under
stand through theory and evidence related to
job burnout.

DEFINITIONS AND MEASURES

There are many definitions and measures
for job burnout. Job burnout is “a prolonged
response to chronic emotional and interper
sonal stressors on the job, and is defined by
three dimensions of exhaustion, cynicism, and
inefficacy” (Maslach, Schaufeli, & Leiter, 2001,
p. 397). Although this definition is the most
popular and was used for developing the Fre-
quently cited Maslach Burnout Inventory—
General Survey (MBI-GS], it is not the only
one. Three other definitions suggest that job
burnout might be reduced to a single common
experience: exhaustion. Each of these defini-
tions has led to developing a different mea-
sure: Copenhagen Burnout Inventery (CBI),
Burnout Measure (BM), Shirom-Melamed
Burnout Measure (SMBM).

Demerouti and her colleagues proposed
yet another conceptualization and measure of
job burnout (Demerouti, Bakker, Vardakou, &
Kantas, 2003). According to their conceptual-
ization, job burnout consists of two dimen-
sions: exhaustion and disengagement from
work, which refers to “distancing oneself from
one's work and experiencing negative attitude
toward the work objects, work content, or one's
work in general” (p. 14). Both dimensions are
included in the Oldenburg Burnout Inventory
(OLBI), an alternative to the MBI-GS
Conceptualization of exhaustion in the OLBI
is broader than that in the Maslach measure, as
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it is seen as “a consequence of intensive physi-
cal, affective, and cognitive strain, ie, a5 a
long-term consequence of prolonged exposure
to certain job demands™ (p. 14).

In all of these alternatives to the MBI-GS
conceptualizations and measures, professional
inefficacy (a hypothetical third component
of job-burnout) is consistently regarded as a
separate construct. Across all definitions the
overarching contributing factor to burnout has
been intense prolonged exposure to significant
job demands. Burnout might also arise from
other less obvious sources.

Recently, job burnout has been also per-
ceived as the consequence of indirect expo-
sure to trauma in professionals working
with traumatized dients (Stamm, 2010).
Jab burnout is understood here in a differ-
ent way than in other conceptualizations,
mentioned above. This type of burnout is
“associated with feelings of hopelessness and
difficulties in dealing with work or in doing
vour job effectively” (p. 13). Job burnout,
along with secondary trauma reactions (e.g.,
post-traumatic stress symptoms) related o
indirect trauma exposure, has important neg-
ative occupational and personal consequences
including changes in cognitive beliefs about
the selfand the world.

AMTECEDEMNTS OF JOB BURNOUT

The list of job burnout antecedents is long, and
includes both situational and individual factors.
Twa most frequently cited review papers on job
burnout (Cordes & Dougherty, 1993, Maslach
et al,, 2001) indicated that job burnout might
be caused or facilitated by work overload, time
pressure, role conflice, role ambiguity, lack
of social support, low conerol over work, low
autonomy, and insufficient positive feedback.
In addition to these job characteristics, impor-
tant organizational, social, and cultural values
that are not supported or realized through work
are critical to consider. The following personal-
ity and individual difference factors also were
found to be predictive of high job burnout: low
hardiness (ie., low commitment to job, low
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job control, and tendency to appraise situation
more like a threat than a challenge), external
locus of control, passive or aveiding coping
styles, low self-esteem, and low self-efficacy.
Some demographic characteristics that con-
tribute to job burnout include younger age or
limited experience, being unmarried or single,
and higher level of educasion.

THEORETICAL MODELS OF JOB BURNOUT

Along with the research aimed at testing the
correlates (or antecedents) of job burnout,
several theoretical models were proposed to
explain processes and psychological mecha-
nisms involved in developing job burnout. One
of the popular theories is that job burnour is
a prolonged response to chronic work stress.
Although this thesis appeals to many practi-
tioners and scientists, there are other symp-
toms that, along with the job burnout, may be
considered the effect of prolonged exposure to
chronic job-related stress such as depression
and work dissatisfaction. This theory is not
specific enough to explain processes thar are
unique to job burnout.

Other theoretical approaches, so-called
developmental models, concentrate on devel-
opmental trajectories of job burnout over time.
In these approaches, job burnout is not a static
constellation of symptoms but a process that,
for example, may start from emotional exhaus-
tion leading to cynicism, which finally affects
perception of inefficacy at work.

The job demands-resources (JD-R) model
is currently the most influential theorerical
approach to understand job burnout (Demerouti
& Bakker, 2011). According to this model, when
defining risk and protective factors forjob burn-
out one should consider the occupational sex-
ting. These factors, different for various work
settings, can be categorized into two broad
categories: job demands and job resources. Job
demands refer to those aspects of the job that
require effort or skills and therefore lead to
some physiological and psychological costs.
Job resources relate to components of the job

that are helpful in (1) achieving work-related
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goals, (2) reducing job demands and costs
associated with these demands, and (3) stimu-
lating personal development (Demerouti &
Bakker, 2011). Through health impairment
and motivational processes, job demands and
resources directly, or in interaction with each
other, affect job burnout and ultimately affect
work engagement. The |D-R model shows that
from organizational and individual perspec-
tives it is important to know what factors lead
to a negative outcome, such as job burnout. Ax
the same time, however, knowledge about fac-
tors promoting positive outcomes, such as work
engagement, is also necessary.

WORK ENCACEMENT

Wark engagement is sometimes perceived as
the opposite end of the job burnout dimension
and therefore is characterized by high energy,
involvement, and perceived efficacy ar work
(Maslach et al., 2001). Another conceptualiza-
tion of work engagement is of an independent
construct, which is negatively correlated with
job burnout and defined by three symptoms:
vigor (e.g., a high level of energy and persis-
tence), dedication (e.g., involvement and a
sense of significance of the job), and absorption
(e.g., concentration on a job to the extent thae
one has a sense of time passing quickly; Bakker,
Schaufeli, Leiter, & Taris, 2008). Work engage-
ment is often measured with the Utrecht Work
Engagement Scale (UWES, 17- or 9-item
Version).

JOB BUENOUT AND WORK ENCAGCEMENT
AMOMNG PSYCHOLOCISTS

For practitioners, the notion that work engage-
ment is separate from the job burnout phe-
nomenon has important implications. Those
practitioners who want to optimize their func-
tioning ar work and improve work-related
well-being should not only take some actions
to prevent job burnous, but also take some,
probably different, actions to increase work
engagement. In thinking about ways to foster
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work engagement and reduce job burnout, one
must consider both contributing factors of
resources and demands. Generating increased
respurces such as social support may influ-
ence work engagement but not reduce burn-
out. Whereas reducing job demands mighe
positively impace burnout, it may not increase
work engagement. Importantly, studies among
practicing psychologists have shown thae
work-home conflict and home-work conflice
are positively related to job burnout and thae
these types of conflicts may mediate the effects
of job demands and resources on job burn-
out (Rupert, Stevanovic, & Hunley, 2009).
Thus, determining an appropriate balance
between personal and professional demands
and resources is an important challenge for all
psychologists.

CONSEQUEMCES OF JOB BURNOUT

Job burnout has significant consequences
(see Maslach et al., 2001 for review). Most of
them relate to job performance and subjective
well-being or health. Interestingly, the same
outcomes are included in studies on conse-
quences of work stress. This indicates possible
connections or overlaps berween work stress
and burnout processes. In terms of job perfor-
mance, high job burnout is related to higher
absenteeism, higher turnover or intention
to quit the job, lower effectiveness at work,
and low job or organizational commitment.
It may also affect organizational standards
and culture, making burned out individu-
als less focused on high quality performance
and respecting human values in day-to-day
operations.

Discussion of health-related outcomes of
job burnout should be contextualized in the
existing diagnostic categories and diagnos-
tic systems. Job burnout symptomatology
partially reassembles diagnostic criteria for
neurasthenia, described in the World Health
COhrganization’s  International Classification
of Diseases (ICD-10) under code F48, “other
neurotic disorders.” The term “burn-out,”
defined as a “state of vital exhaustion,” may
also be found under code Z73.0 in “problems
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related to life-management difficulty.” Job
burnout is not recognized in the Diagnostic
and Statistical Manual [DSM-IV-TR) but, in
the current proposal for the DSM revision,
it might be classified under category G 05
“trauma- or stressor-related disorder not else-
where classified.”

Physiological correlates of job burnout are
typical of the effects of prolonged exposure to
stress and include more frequent and stron-
ger somatic complaints (e.g., headaches, chest
pains, nausea, and gastrointestinal symptoms).
People with high job stress are also at risk for
developing depression and anxiety, but the cau-
sality of this relationship is not clear, as both
anxiety and depression may also contribute to
the development of job burnout.

SPILLOVERE AND CROSS0OVER EFFECTS
OF JOB BURNOUT

Most definitions assume that job burnour is
related to only one domain of human func-
tioning (i.e., work and job-related activities).
However, the consequences of job burnout
may be experienced in other domains of life,
such as family life. This interdomain trans-
mission of the effects is called spillover. The
example of negative spillover effect might
be a situation when family roles or activities
are disrupted due to job burnout. Positive
spillover may take place when resources
from one domain (e.g., family life) are used
as a protective factor, acting against devel-
oping job burnout or reducing its negarive
consequences. For example, fulfilled family
life and satisfactory family relationships
may protect from emotional exhaustion and
cynicism.

Whereas spillover is an intrapersonal
transfer of consequences across different
domains of funcrioning, crossover is an inter
personal transmutation of consequences. For
example, an employee's burnout has an effect
on a spouse’s burnout and in that indirect
way reduces life satisfaction of the spouse
(Demerouti, Bakker, & Schaufeli, 2005). These
are critical implications to consider in develop-
ing new interventions related to burnout.
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PREDICTORS OF JOB BURNOUT
AMONG MILITARY PSYCHOLOGISTS

There is limited evidence for the prevalence of
job burnout and its risk factors among military
mental health providers. Ballenger-Browning
et al. (2011) showed that in a nonrepresenta-
tive sample of 97 providers, 27.8% reported
high levels of emotional exhaustion, 18.6%
had high levels of depersonalization, and 4.1%
had indicated low levels of personal accom-
plishment, measured with the MBI version
for human services (MBI-HSS). The intensity
of job burnout among military mental health
providers was compared to burnout levels
among 730 civilian mental health providers.
The results showed that military providers
had lower depersonalization and higher per-
sonal accomplishment (Ballenger-Browning
et al., 2011). The same study showed thar risk
factors for emotional exhaustion were: being a
psychiatrist (comparing to other mental health
professions), working long hours, and being
female. High depersonalization was predicred
by having a high percentage of patients with
personality disorders and low percentage of
patients with traumatic brain injury in provid-
ers’ caseloads. Low personal accomplishment
was reported more often by those who were
not psychologists, were seeing a high number
of patients per week, indicated low support
from work and reported fewer years of clinical
experience.

RECOMMENDATIONS FOR MILITARY
PSYCHOLOCISTS

Recommendations for job burnout preven-
tion among military psychologists are difficult
to provide given the limited data in this area.
However, the general (ie., useful for a majority
of working population) or specific (i.e,, unique
for job demands in that profession) interven-
tions can focus on the individual or the organi-
zation. Given the unique nature of the military
hierarchical environment, organizational inter-
ventions become more complex. However,
efforts should be made to increase workload
control, work flexibility, and enhancement
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of peer and supervisory support. Individual
interventions thar promote individual resource
development (self-care strategies, work/home
balance, symptom processing), professional
skill promotion, and social resource enhance-
ment (peer support, friends, etc) prove to be
effective in many cases. Military psychologists
(Linnerooth, Mrdjenovich, and Moore, 2011)
shared the professional experiences that helped
them to cope with job burnout. Although the
job demands were different for the prede-
ployment, deployment, and postdeployment
phases, the coping mechanisms were similar
across these phases and included investment
in individual resources (e.g., military and pro-
fessional trainings), developing social network
(family and professional relations), and acting
proactively with the awareness that ethics stan-
dards and self-care are important parts of mili-
tary psychologists’ jobs. There is more work to
be done to help determine the most beneficial
methods to assist military psychologists.
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Abstract

This two-study longitudinal investigation examined the indirect effects of
secondary traumatic stress (STS) on secondary traumatic growth via two
mediators: perceived social support and secondary trauma self-efficacy. In
particular, we tested if the two hypothetical mediators operate
sequentially, that is with secondary trauma self-efficacy facilitating social
support {i.e., cultivation hypothesis) and/or secial support enhancing self-
efficacy (i.e.. enabling hypothesis).

Introduction

Secondary traumatic stress (3T3S) results from indirect exposure to
trauma (Bride, Robinson, Yegidis, & Figley, 2004} and has a set of
symptoms that is similar to posttraumnatic stress disorder (FTSD). This
indirect exposure to frauma is typified by healthcare providers working with
traumatized individuals. Although it has been associated with many
negative consequences, including higher distress, increased negative
cognitions (Peardman & Mac lan, 1985), and higher job burmout (Ballenger-
Browning et al., 2011), recent research highlighted the importance of
positive changes, such as meaning making (Park & Ai, 2006) or
posttraumatic growth (Cann et al., 2010). In these two studies, the term
secondary traumatic growth is used to refer to positive changes in schemas
about self and the world and perceived psychological growth that frauma-
focused providers experience as a result of their work. Using Social
Cognitive Theory (SCT, Bandura, 1997) as cur theoretical framework, we
argue that social support and self-efficacy serve as key mediators in the
association between 5TS and secondary traumatic growth. Howewer, there
are two alternative hypotheses explaining the relationship between self-
efficacy and social support. The cultivation hypothesis suggests that self-
efficacy facilitates social suppor, whereas the enabling hypothesis states
that social support enhances and protects self-efficacy (Schwarzer & Knoll,
2007). Although both the cultivation and enabling hypotheses have been
supperted by empirical findings, no studies have examined these
hypotheses in the context of indirect exposure to trauma. We tested
competing hypotheses. The effect of 5TS on secondary traumatic growth
would be: a) mediated first by secondary trauma self-efficacy and then by
perceived social support (cultivation hypothesis) or b) perceived social
support would lead self-efficacy (enabling hypothesis).

Method

Participants

Participants in Study 1 (N = 233 at Time 1, N = 115 at Time 2) wers
behavioral healthcare providers working with U.5. military personnel
suffering from trauma. Study 2 was conducted amang Polish healthcare
workers (N = 258 at Time 1, N = 189 at Time 2) providing services for
civilian survivors of traumatic events.

Measures.

Secondary Traumatic Stress. Secondary Traumatic Stress Scale (Bride et
al.. 2004)

Secondary trauma self-efficacy. The sscondary Trauma Sef-Efficacy
{STSE) Scale (Cieslak et al., 2013).

Perceived social support. The Multidimensional Scale of Perceived Social
Support (MSP55; Zimet, Dahlem, Zimet, & Farley, 1858)

Secondary Traumatic Growth. Postiraumnatic Growth Inventory-Short Form
(PTGI-SF; Cann et al., 2010)

Indirect Exposure to Trauma. Secondary Trauma Exposure Scale [Cieslak
et al., in press)

Procedures.

Participants from both Study 1 and Study 2 completed a set of
guestionnaires evaluating STS, perceived social support, secondary
trauma self-efficacy, and secondary fraumatic growth. Additionally, indirect
exposure io frauma and demographic varables were assessed as
possible factors that should be controlled when testing the hypotheses.

This research and devel

In both studies, multiple mediational analyses showed evidence
for the cultivation hypothesis (Figure 1). The relationship between
S5TS at Time 1 and secondary traumatic growth at Time 2 was
mediated sequentially by secondary trauma self-efficacy at Time 1
and social support at Time 2. The enabling hypothesis was not
supported in either study (Figure 2).

Self Efficacy G A3

™)

Support
T2)

ST Stress
()

Figure 1: Multiple mediation analysis of cultivation hypothesis
(Study 1 coefficient (WStudy 2 coefficient B).

Support 0105 Self-Efficacy
(1) (T2)
N2
k2
ST Stress 13008 ST Growth
(T1) T2)

Figure 2: Multiple mediation analysis of enabling hypothesis
(Study 1 coefficient (WStudy 2 coefficient B).

This is the first lengitudinal two-study investigation of how social
support and self-efficacy operate as the mediators between secondary
traumatic stress and secondary traumatic growth. Both studies
consistently supported the cultivation hypothesis, indicating that self-
efficacy beliefs mediate the relationship between STS and secondary
traumatic growth through facilitation of social support.

Prior o our study, the cultivation and enabling hypotheses had not been
tested in the context of secondary traumatization. Thess findings are only
strengthened by the robust evidence supporting the cultivation hypothesis
across both Study 1 and Study 2, each of which used different
populations.

The findings regarding the cultivation hypothesis may have implications
for SCT (Bandura, 1997) and support pregramming for trauma care
providers. SCT proposes that self-efficacy is a key factor inter-relating
with environmental factors facilitating adaptation in challenging situations.
Cwur results suggest that enhancing self-efficacy helps a long-term
adaptational process by facilitating social support. Thus, the greater the
perceived efficacy for managing STS the greater the capacity to utilize a
key environmental resource. Staff support programs focusing on the
enhancement of secondary traumatic growth may benefit from boesting
self-=fficacy with the intent to facilitate perceived social support.

In both Study 1 and Study 2. after controlling for the effects of three
covariates (i.e., T1 indirect exposure to trauma, T1 social support, and T1
secondary traumatic growth), path analyses supported the cultivation
hypathesis. High secondary traumatic stress (T 1) was related to lower
secondary trauma self-efficacy (T1), which in tumn predicted lower social support
(T2}, and then lower social support (T2) was related o lower secondary
traumatic growth (T2). Indirect effects were tested using the bootstrapping
method with 85% confidence interval.

Table 1: Mediating Effects of Perceived Social Support and Secondary Trauma
Self-Efficacy in the Relationship between Secondary Traumatic Stress and
Secondary Traumatic Growth
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Appendix IX: Poster: Indirect effect of job burnout on job engagement.
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Indirect Effect of Job Burnout on Job Engagement
Kotaro Shoji, Emily Luther, Roman Cieslak, Ewelina Smoktunowicz, & Charles C. Benight

Email: kshoji@uccs.edu

Abstract

1 SWPS

The present study investigated the mediation effects of secondary trauma
self-efficacy and perceived social suppert in the relationship between job
burmout and job engagement among healthcare providers indirectly
exposed to trauma through their work. Cultivation and enabling
hypotheses are two altemative explanations that involve self-efficacy and
social support as mediators. We tested these two hypotheses using a
longitudinal design in two studies. Results showed that the cultivation
hypothesis was supperted in both Study 1 and 2, whereas the enabling
hypathesis was not supported in either study. Implications of the results
en future research and the importance of coping self-efficacy in supportive
interventions are discussed .

Introduction

Many healthcare providers are consistently exposed to indirect trauma
through their working with clients. Evidence suggests that there is a number
of nepgative consequences of indirect trauma exposure, including secondary
traumatic stress (Bride et al., 2011). job burnout {Kadambi & Truscott. 2007)
and low work engagement. However, lithe is know about the relationship
between job bumout and job engagement among healthcare providers who
are exposed to indirect trauma. Less is known con ing the psychological
processes that mediate this relationship. In social cognitive theory, coping self-
efficacy is a key component in the internal-evaluative process of adaptation to
challenge and uncertainty. Social support is a oritical environmental resource
that helps individuals manage stress. The directionality of relationship
between these two resources has important implications for understanding
and intervening on the job burnout-work engagement relationship.

Cultivation and enabling hypotheses are two altemative explanations that
rvolve the mediation effects of social support and seff-efficacy in the
relationship between stress and its conseguences. The cultivation hypothesis
suggests that seff-efficacy facilitates social support, whereas the enabling
hypothesis states that social support enhances and protects self-eficacy.

This two-study longitudinal investigation examined the indirect effects of
job burnout on work engagement via perceived social support and
secondary trauma self-efficacy among healthcare providers.

Participants
The study was a part of a larger project investigating secondary frauma
work-related demands. and resources among healthcare providers.

Inclusion eriteria

{a) Working at least one year as a healthcare provider (e.g.. physician,
nurse), clinical psychelogist. counselor, or social worker.

{b) Being indirectly exposed to frauma through interaction with patients.
Study 1: Providing services for a miitary population.

Study 1 (Nat T1=202, Nat T2 = 131): Mental healthcare providers
working with the U.S_ military personnel suffering from trauma.

Study 2 (N at T1 =288, N at T2 = 188} Healthcare and social workers
providing services for civilian survivors of traumatic events in Poland.
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Frocedures
Participants responded to online questionnaires that assessed work
engagement, job burmout, perceived secial support, secondary trauma

= There was the serial mediation effect of secondary trauma seff-efficacy
at Time 1 and perceived social support at Time 2 in the relationship
between job bumout at Time 1 and job engagement at Time 2 (Figure
1). This result supported the cultivation hypothesis.

The relationship between job bumout at Time 1 and job emgagement at
Time 2 was mediated by the pathway through perceived social support
at Time 1 and Time 2 in beth Study 1 and 2.

= The pathway through secondary trauma self-efficacy at Time 1 and
Time 2 mediated the effect of job bumout at Time 1 an wark
engagement at Time 2 in Study 2.
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Figure 1. Crozs-Lagged Analysiz Testing the Culfivation and Enabling
Hypothesss.

Note:* p< 05, " p<_ 01, "™ p< _001. The orange line indicates a serial
mediation effect. Values before the slash indicate values for Study 1.
Values after the slash indicate values for Study 2.

Table 2. Goodness-of-Fit Stafistics for Comparisons of the Models

= p< B0 The Az’ indicairs a change In o x*fom e hypothestzed model. A significant Ax*
model. SE1: Becondary rauma

Goodness-Of-Fit Indices Comparisons (Table 2).

For Study 2. a change score in chi-square values indicated that the
model without pathway between secondary trauma self-efficacy at
Time 1 and perceived secial support at Time 2 had a significantly
higher chi-sguare score than did the hypothesized meodel, indicating the
model without this pathway had worse model fit than did the
hypothesized model.

The model without pathway between perceived social support at Time
1 and secondary trauma self-efficacy at Time 2 was not significantty
different than the hypothesized medel for both Study 1 and 2.

When beth of these pathways were excluded from the medel, a chi-
square score for the model was significantly larger than that of the
hypothesized model for Study 2, suggesting the model without these
pathways had warse model fit than did the hypothesized model.

Discussion

Results of Study 1 partially supported the cultivation hypothesis, and
results of Study 2 fully supported this hypothesis. The enabling
hypothesis was not supported in either Study 1 or Study 2. The support
for the cultivation hypothesis suggests that enhancing self-eficacy
facilitates perceived social support in a long term, and higher perceived
social support is an important factor to foster job engagement.

A slightly different results for the cultivation hypothesis betwesn Study
1 and 2 may be due to cultural differences and the contexts in which these
studies were conducted (iLe., military frauma vs. civilian trauma). It may be
that social support rescurces within a military provider context are less
connecied to one’s perceived individual coping capabilities.

The present study showed a psychological process involving
secondary trauma self-efficacy and social support as mediators in the
relationship between job bumout and job engagement amang healthcare
providers. The present study is uniquely different from other studies
supporting the enabling hypothesis (e.g.. Benight et al.. 1899; Cieslak et
al., 2008) in that the present study investigated the populaticn exposed to
indirect trauma through their work as opposed to populations exposed to
direct trauma. In addition, the present investigation is the first study to
show the long-term cultivation process in the effect of job bumout on job
engagement.

Healthcare workers exposed to indirect trauma may benefit from an
educational support program that involves importance of enhancing seif-
efficacy to facilitate social resources and job engagement in a long-term.
Educating healthcare workers about the psychological process of the
effect of job burnout on job engagement may be beneficial to foster job
engagement as well.
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Appendix X: Conference Paper: A meta-analysis of the relationship between self-efficacy and
job burnout.
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First Things First

This study was supported by:

1. Grant awarded to Charles C. Benight and administered by the U.S. Army Medical Research
and Materiel Command and the Telemedicine and Advanced Technology Research Center
at Fort Detrick, Maryland, under Contract Number W81XWH-11-2-0153;

2. Grant from the National Science Center, Poland (N N106 139537) awarded to Roman
Cieslak.

The views expressed in this presentation are solely those of the authors and do not
represent an endorsement by or the official policy of the U.S. Army, the Department of
Defense, or the U.S. government.

Shoji, K., Cieslak, R., Smoktunowicz, E., Rogala, A., Luszczynska, A., & Benight, C.C. (2013).
Associations between Job Burnout and Self-Efficacy: A Meta-Analysis. Manuscript submitted
for publication.
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We Know What, but WHY?

What: To investigate the relationship between self-efficacy and job burnout

WHY:

1) To contribute to the validity of the Job Demands-Resources (JD-R) model
2) To investigate possible conceptual overlap between self-efficacy
and one of the job burnout components: inefficacy (i.e., reduced personal accomplishment)
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Job Demands — Resources Model (JD-R)

Job Job Burnout
Demands (Strain)

Organizational
Outcomes

)
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Engagement
(Motivation)
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Job Burnout: A Three-Factor Definition

Job burnout (JB) is “a prolonged response to chronic emotional and interpersonal stressors
on the job, and is defined by three dimensions: exhaustion, cynicism, and inefficacy”
(Maslach et al., 2001, p. 397).

- The Maslach Burnout Inventory — General Survey (MBI-GS; Maslach et al., 2001)

- The MBI-Human Services Survey — in occupations requiring contact with patients

- The MBI-Educators Survey — for professionals working with students or pupils

Two JB components have different names in the MBI-GS than in other MBI versions:

Cynicism = Depersonalization
Inefficacy = Reduced personal accomplishment
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Job Burnout: Other Approaches

Job burnout within compassion fatigue framework is described as a ,feeling of hopelessness
and difficulties in dealing with work or in doing job effectively” (Stamm, 2010, p. 13).
- Professional Quality of Life (ProQOL; Stamm, 2010)

The exhaustion-focused conceptualizations of job burnout.

Job burnout is defined “as relating to individuals’ feelings of physical, emotional, and
cognitive exhaustion, thus focusing on continuous depletion of the individuals’ energetic
coping resources resulting from their chronic exposure to occupational stress” Shirom &
Melamed, 2006, p. 179).

- The Shirom-Melamed Burnout Measure (SMBM; Shirom & Melamed, 2006)

A two-dimensional job burnout framework focuses on exhaustion and disengagement from
work, defined as “distancing oneself from one’s work and experiencing negative attitude
toward the work objects, work content, or one’s work in general” (Demerouti, Bakker,
Vardakou, & Kantas, 2003, p. 14).

- The Oldenburg Burnout Inventory (OLBI; Demerouti, Bakker, Vardakou, & Kantas, 2003)
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Self-Efficacy Definition

Self-efficacy (S-E) within Social Cognitive Theory is conceptualized as a personal resource
that refers to “people's beliefs about their capabilities to produce designated levels of
performance that exercise influence over events that affect their lives” (Bandura, 1994, p.

sebciion

72).

[

General
self-efficacy

A

Context-specific
self-efficacy

The context-specific self-efficacy demonstrates stronger associations with stress outcomes

than self-efficacy conceptualized and measured as a general construct (Bandura, 1997).
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Contradictory Evidence

Opposite results from two systematic reviews of the relationship between self-efficacy
and job burnout:

1. Alarcon et al., 2009: The strongest associations were observed between self-efficacy
and one of the job burnout components: reduced personal accomplishment.
(review focused on teachers, general and context-specific self-efficacy measures);

2. Brown, 2012: The associations between job burnout and reduced personal
accomplishment appeared less frequently than the associations between self-
efficacy and the two other job burnout components

(only general self-efficacy measures).

Conclusion: Moderators must be considered in the following reviews.
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Study Aims

To systematically review and meta-analyze the associations between self-efficacy and job
burnout (the global index and its components).

To test the effects of moderators:
a) The type of a job burnout measure (MBl-related measures versus non-MBI-related
measures);
b) The type of a self-efficacy measure (general self-efficacy scales versus context-specific
self-efficacy scales);
c) Occupation (healthcare providers versus teachers versus other human services
workers);
d) Years of work experience (lower 33% versus middle 33% versus upper 33%);
e) Gender (majority of male [more than 66%] versus equal gender proportion [33% - 66%]
versus majority of females [more than 66%]);
f) The cultural context:
- country (Western [e.g., U.S. Spain, Netherlands] versus other countries [e.g., China,
Philippines, Turkey]),
- language (English versus non-English languages).

it SWPS
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Literature Search

* Independent studies available before 2013.
* Databases: Search Complete, Agricola, Business Source Complete, ERIC, Medline,
PsychARTICLES, PsychINFO, Science Direct, SocINDEX, and Web of Knowledge.
* Combinations of the keywords:
» self-efficacy (“self-efficacy”)
* job burnout (“burnout”, “burn out”, and “burn-out”)
* Manual searches of the reference lists were conducted.
* At least two of the authors were involved at all stages of data extraction, coding,
synthesis, and analysis.
* Cochrane systematic review method was applied (Higgins & Green, 2008).

The initial search resulted in 214 studies.
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Inclusion/Exclusion Criteria

(a) Self-efficacy and job burnout were measured at some time point;

(b) The relationship between self-efficacy and job burnout was assessed or authors provided
appropriate statistics upon request;

(c) Papers reported statistics that could be converted into Pearson’s coefficient (e.g., t-test,
F-test, x?, Cohen’s d);

(d) Only studies on workers;

(e) English-language publication restriction was applied (although the measurement itself
could be in a non-English language);

(f) Dissertations and book chapters were excluded;

(g) Studies applying qualitative methods, narrative reviews were excluded;

(h) When two or more studies used the same sample, only one study with a larger sample
size was included;

(i) When multiple studies using different samples were reported in a paper, each study was
included as an independent study.
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Quality criteria

In addition, quality criteria were applied. Studies were qualitatively evaluated on:
(a) Whether reliability of the measures was reported;

(b) Whether confounding variables were controlled;

(c) Whether randomized sampling was used to draw a sample from its population;
(d) Whether demographics of a sample were reported;

(e) Whether a study objective was clearly stated.

Only studies that met at least four criteria were included.

The selection processes resulted in 60 studies meeting all inclusion criteria and quality
criteria.

However, three of those studies were excluded from further analysis, because they were
identified as outliers based on the criteria with z-scores greater than 10 or less than -10
(Pietratoni & Prati, 2009; Schwarzer & Hallum, 2008 [German sample only]; Schwerdtferger,
Konermann, & Schénhofen, 2008)

Thus, 57 original studies were analyzed.
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Selection of Studies

k=214

k=57

Potentially relevant studies
identified

(k=214)

Studies excluded: review articles (k= 1) and qualitative
studies (A=1)

3

Studies retrieved for more

detailed evaluation
(k= 212)

Studies excluded: not meeting the inclusion and quality
criteria (k= 151)

Studies with usable
information (k= 61)

Studies excluded: using the same sample as another study
included in the analyses (k=1)

A
Studies initially included
in the analysis
(k= 60)

Studies excluded from meta-analysis: identified in

preliminary analysis as outliers with z-scores = 10 or < -
10 (Pietratoni & Prati. 2009; Schwarzer & Hallum, 2008
[German sample]: Schwerdtferger et al. 2008) (k= 3)

A 4
Studies included in the

final meta-analysis
(k=57)
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Description of Analyzed Material

k = 57 original studies.

N = data from 22,773 workers were analyzed .

Sample sizes: varied from 39 to 2,267 participants (M = 399.53, SD = 453.73).
Age: M = 39.10; 5D = 6.38; range = 25.50 - 56.00

Years of work experience: M = 12.16; SD = 5.59; range = 1.33 - 22.14

Occupational groups:

* Teachers (50.88%; k = 29)

* Healthcare providers (29.82%; k = 17)

* Other human services workers (19.30%, k = 11)

The most popular scales:

* Job burnout was measured with the MBI in 94.73% of studies (k = 54)
* Self-efficacy was measured with the GSES in 29.82% of studies (k = 17)
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Description of Analyzed Material

Geography:

* 12 studies (21.05%) in North America (11 in US, 1 in Canada)

* 6 studies (10.52%) in Hong-Kong, 6 (10.52 %) in the Netherlands, 6 (10.52%) in Spain

* 5 studies (8.77%) in Italy

* 3 studies (5.26%) in Israel, 3 (5.26 %) in Norway, 3 (5.26%) in UK

* 2 studies (3.50%) in Belgium

* 1 study (1.75%) in France, 1 (1.75%) in Ireland, 1 (1.75%) in Philippines, 1 (1.75%) in
Poland, 1 (1.75%) in Romania, 1 (1.75%) in Sweden, 1 (1.75%) in Syria, 1 (1.75%) in
Taiwan, 1 (1.75%) in Turkey

Only 2 multi-country studies (3.50%) — 1 in EU, 1 in Israel, NZ and US.
Language:
* An English-language version of the questionnaires was applied in 33.33% (k = 19) of the

studies

Only in 1 study (1.75%) both English and Chinese versions of the questionnaires were
applied.
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SE-JB: Overall Effect and Measures and Occupation as Moderators

r r Range 795% CI n k Q P% Fail-Safe N
Overall effects
SE-JB -609 —.224 -366--288 22773 57 3568.07%** 00.14 19.714
SE — Exhaustion =309 -549-.007 -345--277 16492 42 236.83%** 82.69 3,282
SE — Depersonalization/cvnicism -322 -561--050 -372--271 16,201 39 435.651*%** 0].28 3,826
SE — Lack of accomplishments =752 —-068 -532--414 12,543 34 3542.94%%% 0392 10,802
Moderator
JB measure
MBI measures -.609 -.224 -379- -297 18.879 50 449.40%%* 89.10 13,783
Other measures -246 -553-.045 -348--139 3894 7 63.92%%* 00.61 323
SE measure
General SE -301 =553 - -122 -351--249 9416 20 121.90%%* 8441 3.554
Specific SE -.609-.224 -394--286 13357 37 415.13*%* 9133 2.679
Occupation
Teachers -598 —.224 -432--326 10,882 29 260.28*%%* 8924 10,718
Healthcare providers =264 -498 — -.095 -302--224 8615 17 43.60%** (331 1,948
Other =273 -609-.045 -375--163 3,557 11 113.13%** 091.16 592
i SWPS
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SE-JB: Other Moderators

¥ r Range 795% CI n k (o] P% Fail-Safe N

Work experience

Less than 9 years (lower 33%) =278 -379-.045 -366--185 3219 11 70.79%** 8587 581

Between 9 and 14 years (middle -265 -513-.224 -372--151 4,336 11 137.21%** 0271 732

33%)

More than 14 years (higher 33%) -.598 —-149 -471--303 3458 12 87.46%** 8742 1.538
Country

Western -609—.045 -377--289 16.589 41 370.62%*% §9.21 6.316

Other -305 -519-.224 -408--195 5,397 13 186.07%** 0355 1.341
Language

English -306 -.609—.450 -372--237 5,661 19 123.42%%% §541 1.916

Other Wl -.598 —.224 -387--288 16.452 36 415.67%%* 091.58 5.180
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Summary and a take-home message

* The meta-analysis of 57 studies indicated a moderate association between self-efficacy
and job burnout (weighted r = -.327); these two concepts shared approximately 11%
of the variance.

- ID-R context: there is a direct link between resources (self-efficacy) and JB.

- We know nothing about the causality of the effect.
- The relationship is moderated by several factors.

* The strongest relationship was found for reduced personal accomplishment and self-
efficacy
(weighted r = -.475, and 23% of shared variance).

- Some conceptual overlap between JB and SE constructs exists.
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Appendix Xl: Poster Abstract: SupportNet: Preliminary results of a randomized controlled trial.
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Background: Behavioral healthcare providers for military personnel are often exposed to indirect
trauma through their work with clients; the rate of secondary traumatic stress (STS) among these
providers has been estimated at 19.2%. Because STS is highly correlated with job burnout, these
providers experience a high probability of suffering the effects of burnout. Organizationally,
burnout is a critical issue because it may lead to diminished quality of care and high turnover.
We developed the SupportNet intervention (website and professional coaching) to reduce job
burnout among military behavioral healthcare providers. SupportNet, based on the theoretical
framework of social cognitive theory, utilizes web-based support system with coaching to
enhance self-efficacy and social support.

Objective: This study examined the effectiveness of the SupportNet intervention in reducing job
burnout among military behavioral healthcare providers in the U.S., using a randomized
controlled trial (RCT).

Methods: Participants were 14 behavioral healthcare providers (78.6% female, mean age = 48.00
(SD =10.92)) working with military personnel in the U.S. All participants completed a pre-RCT
survey measuring job burnout. Participants were then randomly assigned to one of three groups:
Group A (five participants) worked on the SupportNet website with the guidance of a
professional coach for eight weeks. Group C (five participants) worked on the website without
coaching. Group B served as a delayed treatment control group.

At the completion of the RCT, participants in Groups A and C completed a post-RCT job
burnout measure. Approximately eight weeks after the initial pre-test, participants in Group B
completed a second survey measuring job burnout, and began working on the website with coach
guidance. Following completion of their intervention activities, Group B participants completed
a post-RCT survey measuring job burnout.

Results: To compare job burnout pre- and post-RCT among the three groups, we conducted a 2
(time: pre-RCT vs. post-RCT) by 3 (group) mixed model analysis of variance. For Group B
(delayed treatment), job burnout scores from the two pre-RCT measurements were used as a
control condition.

Results showed no significant main effect for time, F(1, 11) =2.35, p = .15, partial eta-squared =
.18. The main effect calculated for group was also not significant, F(2, 11) = 0.35, p = .71, partial
eta-squared = .06. However, the interaction effect of group and time was significant, F(2, 11) =
6.97, p = 0.1, partial eta-squared = .56. A Scheffe’s planned follow-up comparison indicated job
burnout significantly decreased from pre- to post-RCT in group A, t(13) =3.99,p <.01,d =
1.54, although groups B and C did not exhibit such a pre- to post-RCT difference.

Conclusion: Results indicated the SupportNet intervention, in tandem with professional
coaching, was effective in reducing job burnout. Coaching seems to be an important catalyst
encouraging participants to engage in the website, and serving as a measure of accountability for
doing so. However, this effect limited to the immediate treatment group. We will explore the
implications of this pattern of results.
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Appendix XIlI: Poster Abstract: SupportNet for military behavioral healthcare providers:
Website engagement and job burnout.
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Purpose. SupportNet intervention, based on the theoretical framework of social cognitive
theory, utilizes web-based support system with coaching to reduce job burnout among military
behavioral healthcare providers. This study examined how engagement in the website affects
reduction of job burnout in a randomized controlled trial (RCT).

Methods. Participants were 14 military behavioral healthcare providers (80.0% female,
mean age = 48.67) in the U.S. They completed a pre-RCT survey measuring job burnout.
Participants were randomly assigned to one of three groups: Group A worked on the website
with coaching for eight weeks; Group B served as a delayed treatment; Group C worked on the
website without coaching. At the completion of the RCT, participants completed a set of
questionnaires assessing job burnout and engagement variables (i.e., website usage, hours spent
on the SupportNet website, frequency of using the website).

Results. A supervariable, “engagement,” was created using a principal axis factoring on
the engagement variables. We, then, conducted a repeated ANOVA with pre- and post-RCT job
burnout as within-subjects variables and engagement as a covariate. Results showed a
significant interaction effect between job burnout and engagement, F(1, 13) =5.06,p=.04. A
follow-up test indicated that there was no significant difference between pre- and post-RCT job
burnout when engagement was at one standard deviation (SD) below the mean, t(14) =0.11, p =
.92. However, the difference between pre- and post-RCT job burnout was significant when
engagement was at the mean, t(14) =2.17, p = .05, and at one SD above the mean, t(14) =3.13, p
=.01.

Conclusions. Findings indicated that job burnout decreased as engagement increased.
Participants’ engagement was driven by the guidance of coaching that seems to be an important
catalyst encouraging participants to engage in the website.

3 learning objectives.
“The participant shall be able to...”
e Reduce job burnout after the SupportNet intervention.
e Increase self-efficacy through goal setting, one of the major components of the
SupportNet intervention.
e Learn about job burnout in the SupportNet intervention.
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Appendix XIllI: Poster abstract: The relationship between web intervention engagement and job
burnout: A moderated-mediation model using technology readiness and job burnout self-
efficacy.
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The purpose of this study was to examine the mechanism of web engagement involving job
burnout (JB) and job burnout self-efficacy (JBSE) from a social cognitive theory (SCT)
framework. In SCT, self-efficacy is a key component of self-regulation when coping with life
demands. We tested an indirect effect of JBSE in the relationship between JB and web
intervention engagement using a moderated-mediation model. We used technology readiness
(TR) as a moderator in this analysis. A sample of 79 military mental health providers (mean age
=50.11 years old [SD = 12.16], 65.8% female) was assessed using measures of JB, JBSE, TR,
and web intervention engagement. Results showed an indirect pathway from JB to web
intervention engagement through JBSE was significant when moderated by TR. There was a
significant indirect effect of BSE on the relationship between JB and engagement for individuals
with high levels of TR (Bootstrapping LCI = -.034, UCI = -.003). This relationship was
insignificant for individuals with low levels of TR (Bootstrapping LCI = -.008, UCI = .010).
Self-regulation through perceptions of coping competence may play an important role in web
intervention engagement, depending on level of perceived technological readiness. Clinical and
theoretical implications will be discussed.
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Appendix XIV: Poster Abstract: Effects of sexual assault history on the relationship between
secondary traumatic stress, job burnout self-efficacy, and burnout for military mental health
providers.
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Mental health providers with a sexual assault (SA) history are at greater risk for secondary
traumatic stress (STS) and job burnout (JB). Job burnout self-efficacy (JBSE) may serve as a
mediating mechanism between STS and JB. These variables were examined for military mental
health providers with a SA history. It was predicted that (a) STS would predict lower levels of
JBSE, (b) higher levels of IBSE would predict lower levels of JB, and (c¢) that SA status would
moderate whether JBSE mediates the relationship between STS and JB. These data come from
the baseline assessment part of an on-going longitudinal study. All on-post Army mental
health/behavioral health providers and select western region Tricare providers were sent an email
describing the focus of the study and the study link. Participants’ age ranged from 29 to 80 years
old, 65% were female, and 50% had a doctorate degree. A moderated-mediation analysis found a
statistically significant negative relationship between STS and JBSE, as was the relationship
between JBSE and JB. SA was a statistically significant moderator of the relationship between
STS and JB where JBSE was the mediator, suggesting that JBSE serves a self-regulatory role by
which STS relates to JB in providers with a SA history. These providers may have unique
challenges and self-regulatory processes related to STS and JB that should be explored further.
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Appendix XV: Report: Process and Outcome Evaluation for SupportNet.
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Executive Summary

The process and outcome evaluation of the SupportNet project demonstrates that the
objectives of the program are partially being met. The SupportNet intervention aims to alleviate
burnout and secondary-traumatic stress (STS) among military mental health providers, who work
with returning service members or combat veterans suffering from traumatic stress through use
of a website with different components (goal-setting, life-balance wheel, social networking,
resource-room, self-assessment, and take-5),and SupportNet coaching sessions. The intervention
was designed using Social Cognitive Theory as a framework for providing support for military
behavioral health providers by promoting secondary traumatic growth and work engagement by
increasing their environmental support, coping self-efficacy, and self-care behaviors.

SupportNet staff and mental health providers in the RCT participated in the program
evaluation. Process and outcome evaluation data consisted of quantitative and qualitative data
from both the SupportNet staff and participants, in addition to website usage tracking data for
users. Data were collected from December 2012 through June 2014. The following components
were measured and assessed as part of the process evaluation:

e Fidelity to treatment: SupportNet project demonstrated adequate fidelity to treatment.

SupportNet outcomes were not statistically significantly different from pre- to post
intervention, but the data showed trends in the hypothesized directionality for all outcomes
except for work-engagement. Overall, participants partially agreed SupportNet improved
their ability to cope with work stress, but were ambivalent about the intervention’s role in
improving their professional relationships.

e Implementation fidelity: The SupportNet intervention was shown to be implemented as

planned. In the RCT phase of the project, the SupportNet staff was responsive and adaptive
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to change throughout the implementation process. While, impact evaluations were unable to
be conducted, video was not used as a channel for delivery, the intervention focus shifted
from STS to burnout, and off-base providers were included, Social Cognitive Theory was a
strong guiding force in the development and implementation of SupportNet, which was seen
by many SupportNet staff as being a major strength of the project. Additionally, the staff
were seen as being responsive to the process

Dose delivered: Technical difficulties and nonuse of video modality aside, all intended

SupportNet intervention components were implemented according to plan.

Dose received: Participants who engaged the most with the intervention and received
coaching (M = 69.50, SD = 7.29) showed higher satisfaction with the intervention. Twenty-
one participants (35%) actually logged onto the website for 20 minutes or longer. 15 (25%)
participants completed the post-intervention outcome measures, 11 (28%) participated in the
SupportNet coaching protocol. Participants cited the usefulness of the life-balance wheel
and the goal-setting modules, and enhanced self-care as being the usefulness of the website.

Reach and recruitment: A convenience sample was recruited through cold calls made to

military mental health providers nationally and through research solicitations posted on
professional Listservs. The pre-intervention response rate was lower than expected;
however, 60 participants were included in the RCT, as planned due to burnout cut-off scores
(= 2) being adjusted to include the minimum number of participants in the RCT and thus, it
was unclear whether those who were included were actually in risk of burnout and a part of
the SupportNet intervention’s target population.

Context: The project was challenged by the task of recruiting providers who were at risk of

burnout to participate in an intervention that required a time commitment. It is possible that
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participants did not engage with the SupportNet intervention as a function of their level of
burnout. Lack of military support was cited by staff as being a barrier to the project that
likely affected recruitment. Finally, the time of recruitment for the RCT coincided with the
2-week government shutdown in October 2013, which resulted in government employees
being furloughed. Since the project itself was funded by the Department of Defense, the
project was likely affected through contract delays and limited ability to recruit providers
working for the military.

As noted above, outcomes did not show statistically significant differences from pre- and
post-intervention; however all outcomes, except for work engagement, trended in their expected
directions with Cohen’s d effect sizes ranging from medium to large. Outcomes were likely
affected by the small sample size at post-intervention, in addition to the low inclusionary cut-off
for the burnout measure. While outcomes of the SupportNet project did not garner the effects

expected these initial results highlight the potential efficacy of the intervention in the future.
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Process and Outcome Evaluation for SupportNet

The SupportNet intervention aimed to assist mental healthcare providers in reducing potential
job burnout and secondary traumatic stress (STS) through improved social support and self-
efficacy is nearing its implementation phase. As required by the granting agency, an
independent external program evaluation was required. The process evaluation of the
SupportNet project was primarily for summative purposes, but it may also serve formative
purposes in future replication of the intervention.
Process evaluations are typically used to determine the extent to which the intervention is being
delivered and implemented according to the stipulations enumerated in the program
proposal. During the development and implementation stages of the program, process evaluators
uses a systematic measurement to assess how well the program is meeting its specified goals, the
extent to which the program is reaching the intended target group, and how satisfied participants
are with the program. In addition, process evaluation results may be used to make changes in the
delivery or content of the implementation to improve the intervention(s). The following section
briefly reviews the SupportNet project, its ideal implementation, and then outlines the specific
questions answered and methods to that were employed in that evaluation. Change scores on the
described measurement methods constituted the outcome evaluation component.
SupportNet Project

The SupportNet project attempts to provide an integrated approach to helping prevent and
treat job burnout and STS among military mental health care providers. From a social-cognitive
theory perspective (Bandura, 1997), the proposed website and integrated treatment would

enhance the perceived social environmental support, enhance coping self-efficacy to handle
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work-related stress, and facilitate the setting and mastering of goals (both professional and
personal).

Effectiveness of the intervention was to be demonstrated by reducing participants’ scores
on measures of job burnout and STS and increasing positive outcomes, including work
engagement and coping self-efficacy. Through the use of randomized clinical trials (RCTs), the
project developers intended to demonstrate the effectiveness of the intervention on these key
outcome variables after utilizing the website for a specified time period (eight weeks).

The primary stakeholder groups include the SupportNet researchers and staff as well as
the participants in the RCTs. The secondary stakeholders include the U.S. Army Behavioral
Health Department associated with Evans Army Community Hospital, Fort Carson, the
Department of Defense, military clients, spouses and colleagues of primary stakeholders.
Although an impact evaluation was not performed on these stakeholder groups.

Complete and Acceptable Program Delivery

The ideally implemented SupportNet program was expected to utilize all components of
the intervention, including the online components (e.g., social networking platform, self-
assessment, etc.) and getting personalized coaching for two of the three groups in the RCT from
a designated SupportNet behavioral health clinician. The website was to deliver the majority of
the components via modules available from the home page. The modules included: Self-
Assessment, Goal Setting, Life-Balance Wheel, Take 5, and Library/Resource Room
(psychoeducation). Through the Social networking platform, providers had the ability to locate
social support from designated mentors and coaches. Mentors refer to other system users
(providers) who have identified themselves as having a specialized expertise in a given area and

were willing to provide mentorship to other system users. Mentors were identified as being
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individuals who showed high work engagement and low risk for burnout in their pre-intervention
test scores. Coaches refer to a SupportNet behavioral health clinician who provided coaching
services to system users. The social networking platform, website modules, and coaching are
discussed in more detail below.

Social Networking platform. A major overarching component of the SupportNet website was
the social support it provides. Social support from personal and professional mentors was
accomplished via the social networking platform. Individuals had the opportunity to seek out
mentors related to areas of interest and professional problems they are facing. All participants
were asked to indicate areas of expertise, so they may function as mentors to other providers.
The social networking platform was to provide an engaging, rich, helpful experience for its users
and increase providers’ perceived social support.

Goal Setting and Life Balance. Goal setting is another important component of the intervention
that should function to increase participants’ self-efficacy through mastery experiences. Based on
the self-assessment and consultation with a designated coach, providers were to create their own
professional and/or personal goals, share them with their social network (if desired), track
progress, and specify rewards for goal completion.

A life balance wheel allowed providers to identify and assess values and key areas of their lives
and functioned to guide goal setting in various life domains. The domains of the life balance
wheel included Home/Physical Environment, Health & Fitness, Learning & Growth,
Career/Work, Money/Finance, Family/Friend/Partner/Love Relationships, Fun, and Spirituality.
For each domain, providers rated their current level of satisfaction and their desired level of
satisfaction. They were also able to set goals to improve in areas in which they desire more

satisfaction.
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Self-Assessment. The assessment module should allow providers to complete self-report
questionnaires that provide a reliable and valid measure of their behavior or functioning in the
following areas: social support, burnout, coping self-efficacy, secondary traumatic stress,
perceived stress, and work engagement. The providers received immediate feedback as to their
scores and were able to track their scores over time if they completed the measures repeatedly.
Feedback was provided based on their scores, and directed providers to other modules of the
website that may be appropriate for their specific needs.

Resource Room. Psychoeducation should supplement the interactive activities by contributing
to participants’ knowledge of a variety of relevant topics, including STS, secondary traumatic
growth, job burnout, work engagement, social support, self-efficacy, self-care, well-being, and
work/life balance. The SupportNet resource room content provided a resource for providers to
learn more information about relevant topics to increase their awareness of issues such as
burnout and STS as well help facilitate accomplishing their goals. The resource room also was to
provide information about evidence-based treatments to improve clinical skills. The content was
provided by the SupportNet team and was ideally expected to be updated to stay current with
research and publications.

Coaching. Each provider was assigned a coach to assist in the setting and achieving of personal
goals. Ideally, each provider in Trial Groups A and B was expected to utilize and benefit from
the six sessions with their designated SupportNet behavioral health clinician. Potential modalities
of communication between providers and coaches included speaking on the telephone. If
needed, referrals for personal therapy in some instances were planned to be offered to providers.
Personal therapy was to be provided by a referred party, not a SupportNet staff member;

however, this did not occur during the RCT.
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Process Evaluation Questions and Methods

Steckler and Linnan (2002) specified seven components to be measured and evaluated in process
evaluations of public health interventions, including context, reach, recruitment, dose delivered,
dose received, fidelity to treatment, and implementation. Based on the recommendations of
Saunders, Evans, and Joshi (2005), the process evaluation plan included the following
components: implementation fidelity, dose delivered, dose received, recruitment, reach, and
context. Each of these components is detailed below.

Fidelity. The implementation of the intervention reflects the extent to which the intervention has
been applied and received by the target population. The fidelity refers to what constitutes high
quality implementation (Saunders et al. 2005). Fidelity means the extent to which the
intervention was delivered as intended, and represents a measure of quality and integrity of the
intervention as planned by its developers (Steckler & Linnan, 2002). The SupportNet
intervention utilized social cognitive theory as a framework for providing benefits to primary
caregivers within the military. As outlined in its proposal, SupportNet should reduce burnout
and secondary traumatic stress and promote secondary traumatic growth and work engagement
by improving environmental support, coping self-efficacy, and self-care behaviors and skills.
From a social-cognitive perspective, the fidelity of the SupportNet project is defined as the
extent to which the intervention improved mental health care providers’ perceived efficacy to
cope with the demands of their jobs and utilize personal and professional resources effectively.
To measure this, participants were asked to what extent the intervention succeeds in improving
work engagement, coping self-efficacy, and self-care behaviors. Additionally, SupportNet staff
was asked via self-report questionnaire delivered via email regarding their perceptions of how

the SupportNet project was reaching its intended goals.
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Adherence measures the extent to which participants followed the intervention as intended.
Adherence is of particular concern for web-based intervention research, for attrition can
undermine the statistical power of the results and the generalizability of the study. Quantitative
measures of adherence include number of logins, completed modules or activities, visits and
posts to forums, and self-reported completion of activities in daily life away from the program
(Donkin, et al., 2011). In their review of e-therapies, Donkin et al., concluded that module
completion was most consistently related to outcomes in psychological health interventions, and
number of logins was most related to outcomes in physical health interventions. Tracking
participant usage of the site was a crucial component in the development and ongoing process
evaluation of this web-based intervention. Implementation fidelity was measured by the
following process evaluation questions:

To what extent was the intervention implemented as planned?

Measured by: SupportNet staff report and process evaluation; participant self-report
questionnaire

To what extent was the intervention implemented consistently with the underlying theory?
Measured by: SupportNet staff report and process evaluation

Dose delivered. The dose delivered refers to the amount of intended units of the intervention
provided to participants. Measuring dose delivered of an intervention was accomplished by
answering the following question:

To what extent were all of the intended components of the SupportNet intervention
implemented?

Measured by: Usage tracking data; participant self-report questionnaire
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Each participant’s number of logins, total amount of time spent on the site, module completion,
and time spent engaged with each component all function as quantitative indicators of meeting
this objective. Various multimedia channels were utilized in delivery of the internet component
of the intervention to enhance user engagement. SupportNet proposed several delivery
modalities to be used, including but not limited to: audio, video, email correspondence and
support, and discussion threads. Dose delivered means the amount of intended units of the
intervention provided to participants, whereas the dose received refers to the amount of units of
the intervention participants were actually exposed to.

Dose received. Related to participant engagement in the program, dose received reflects the
extent to which participants used modules, resources, or techniques recommended by the
program (Murta, Sanderson & Oldenburg, 2007). The dose received represents the extent to
which participants actively engaged in the intervention and interacted with the delivered
intervention components. Dose received can be conceptualized as containing elements of both
exposure and satisfaction (Saunders et al., 2005).

Interactivity in an online intervention includes providing feedback and tailoring content to
individual users, active participation as opposed to passive user behavior, increases user control
and involvement in decision making, and real-time responsiveness (synchronicity). The degree
of synchronicity refers to the timing and responsiveness in communication, feedback and support
from professional clinicians, other users, or from the program itself (Proudfoot et al., 2011).
Synchronous communication is immediate, such as real-time chat via Skype or some similar
programs. Asynchronous communication is delayed, such as email responses and blogs or
forums. In the SupportNet intervention, the use of email and posting on the social network

represent asynchronous communication. Feedback on self-assessments was considered
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synchronous. Consistent with researchers’ recommendation for interactivity (Proudfoot et al.,
2011), SupportNet offered modules with interactive elements, such as self-assessment, goal
setting, life-balance wheel, tailored feedback and the resource room.
4. To what extent were participants satisfied with the intervention received?
Measured by: Participant self-report questionnaire and qualitative report
5. To what extent did participants use the various components of the SupportNet intervention?

Measured by: Participant self-report questionnaire and usage tracking data

6. Did the participants find the intervention components useful?

Measured by: Participant self-report questionnaire and qualitative report
Reach and Recruitment. Reach refers to the proportion of the target population that participates
in the intervention. The target population should be defined in terms of demographic factors,
symptoms or problem area, psychological indices (e.g., self-efficacy, motivation, and locus of
control), and technological considerations (e.g., computer ability) (Proudfoot et al., 2011).
Reach can be determined by registering the number of invitations sent and the characteristics of
the participants. Reach also refers to the accessibility of the intervention; the way by which
participants accessed the intervention must be clearly defined as well as eligibility and exclusion
criteria (Proudfoot et al., 2011). An additional consideration for internet interventions is
readiness for mass dissemination, including information about the capacity for the program to be
released on a larger scale and reach a wider audience (Proudfoot et al., 2011). A primary
objective in the outcome evaluation is to provide recommendations for potential replication to
other military posts. Relatedly, recruitment refers to procedures used to attract participants, and
it can occur at the individual and organizational level.

7. Was the intervention delivered to the minimum number of participants?
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Measured by: Demographic information; usage tracking data
8. What procedures were followed to recruit participants?
Measured by: SupportNet staff report and process evaluation
Context. Context refers to aspects of the larger social, political, and economic environment that
may have influenced implementation of the intervention (Steckler & Linnan, 2002). Regarding
the SupportNet project, the larger context of the military culture in general and Fort Carson
specifically, was considered. Data sources for context included SupportNet staff, participants,
and key informants from Fort Carson and Evans Army Community Hospital.
Method
Participants/Stakeholders
The primary stakeholders included the SupportNet researchers and staff as well as the
participants in the RCT. The secondary stakeholders included Evans Army Community
Hospital, Fort Carson, the Department of Defense, military clients, spouses and colleagues of
primary stakeholders.
Measures
SupportNet Staff Report. The project developers, researchers, and other staff members who
contributed to the development and implementation of the SupportNet project were asked
questions that relate to answering the process evaluation questions outlined above. This brief
questionnaire contained both quantitative and qualitative measures of each individual’s role in
the project, perceived barriers to ideal project implementation, and confidence in the project
reaching its goals (see Appendix A). The quantitative portion consisted of seven items that were
measured with a 6-point Likert-type scale (1 = Strongly Disagree to 6 = Strongly Agree).

Additionally, a more in-depth open-ended questionnaire functioned to obtain more detailed,
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qualitative data related to the SupportNet project development, implementation, and its progress
in reaching its goals. Staff members were asked about perceived obstacles to ideal
implementation of the project so that potential barriers may be addressed. This self-report from
the staff was specifically useful in informing questions 1, 2, and 8 specified above in the process
evaluation questions and methods section (See Table 1 below).

Participant Report/Online Questionnaire. A comprehensive questionnaire was given to all
participants after the intervention. Part of this comprehensive questionnaire was developed by
the SupportNet team, and it measures responses to specific aspects of the intervention. These
items measure knowledge and skills gained and perceived behavioral changes. Additionally, the
program evaluation team added to this comprehensive questionnaire, the SupportNet Satisfaction
Inventory (SSI), which included items that assessed overall program satisfaction (see Appendix
D). Participants’ attitudes toward the quality and content of the intervention as a whole were
assessed in this longer, more in-depth questionnaire. Questions were answered by a 7-point scale
ranging from (1 = Strongly Disagree to 7 = Strongly Agree). Lastly, the online questionnaire also
provided the opportunity for participants to offer additional feedback in their own words.
Participants were asked to provide suggestions and comments on the program as a whole as well
as for specific components of the intervention.

Participant Feedback on Website. Participants had the opportunity to choose to give feedback
when interacting with the website. Participants could choose to give feedback specific to
different components of the website (e.g., resource room, goal setting, etc.), or provide general
feedback for the website as a whole. There was space given for qualitative prose if the

participant wished to add comments or suggestions related to the program. The feedback section
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was made accessible for participants to choose to opt-in to fill out, but was not be a required part
of the intervention.

Usage Tracking Data. The prescribed and actual frequency of use of the site and the modules
within it should be tracked (Proudfoot et al., 2011). Key indicators for the process evaluation
included: (1) Number of logins, (2) Total amount of time spent on website, (3) Number of
components (modules) accessed, (4) Time spent on each component, (5) Traffic, and (6)
Attrition. Regarding attrition, demographic information was obtained from those participants
who drop out so systematic attrition could be ruled out or verified.

Demographic Information. Demographic information was obtained from all participants to
assess the extent to which the sample represented the target population of interest and to
determine the generalizability of the findings. Furthermore, demographic information informed
the researchers of the readiness of the site for replication to other military posts. The
demographic information was obtained from all participants as part of the intervention, in which
case there was not a need to reassess for demographic information as part of the process
evaluation. Key demographic factors that were obtained include age, gender, education level,
current position (credentials), years of experience in their field, and trauma training (yes/no).
Additional factors of interest included personal experience with trauma and military status.
Procedure and Design

The first SupportNet staff report and process evaluation questionnaire was emailed to the
individual SupportNet staff members in December, 2012. The second SupportNet staff report
and process evaluation questionnaire was sent out a second time in September, 2013.

A delayed treatment paradigm was used to deliver the SupportNet intervention to three

experimental groups of participants. In this way, the initial control group of participants became
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the experimental group in the second trial. For each trial of the intervention, the participants in
the experimental group received the online comprehensive questionnaire at specified time
periods. The timing of data collection was proposed to occur at three time periods for each
experimental group. The first occurred prior to starting the intervention. The second was
delivered to participants at the termination of the intervention, and this was considered part of the
outcome evaluation. Lastly, the participants were given the questionnaire at two-month follow-
up after intervention completion; however, results of the two-month follow-up were not
incorporated into the current evaluation.

Outcome evaluation
Outcome evaluation involved use of statistical methods to determine treatment effectiveness on
the target group. Quantitative outcome measures taken after the intervention allowed the current
researchers to assess the extent to which the stakeholders change over time, presumably as a
result of the intervention. In the SupportNet outcome evaluation, it was important to consider
the design of the study, including a control group for comparison, random assignment, pre and
post-tests, and adequate sample size. Attrition is a common problem with online interventions,
so it was crucial to anticipate attrition when determining sample size and to maintain frequent
contact with participants to keep them engaged (Chiu & Eysenback, 2010). Outcome measures
assessed whether target goals have been achieved. Measures of STS and job burnout are
discussed in the SupportNet proposal. Additionally, positive outcome measures are included,
such as work engagement and coping self-efficacy.
Effectiveness
In assessing effectiveness, researchers were expected to report routine outcome measurements,

participants’ adherence to the intervention, and information about the generalizability of
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intervention’s effectiveness in a real world context (Proudfoot et al., 2011). Indices of an
intervention’s effectiveness include improvements in users’ symptoms, behavior, functioning
and quality of life (Proudfoot). As outlined in the proposal, the participants were measured on
job burnout, STS, work engagement, coping self-efficacy, perceived stress, and perceived social
support. In addition to these quantitative measures of effectiveness, qualitative methods may be
necessary to enrich the information provided by the quantitative analyses. Proudfoot et al. urge
researchers to recognize additional complexities including participant preferences, selection
biases, differential dropout rates, and the appropriate use of quantitative and qualitative methods.
Satisfaction

Participants’ satisfaction with various components and with the intervention as a whole
was assessed via the online questionnaire described in the method section. This questionnaire
was delivered after completion of the intervention as part of the outcome evaluation. In addition
to Likert-type questions assessing satisfaction with the program, there were open-ended
questions and space provided for participants to provide additional feedback. This qualitative
information was to supplement the satisfaction ratings and provide more detailed feedback.

Results & Discussion

The results of the process and outcome evaluation for the SupportNet project were
conducted by use of quantitative and qualitative methods. Frequencies and descriptive statistics
(mean, standard deviation, and range) were provided for the SupportNet staff process evaluation
questionnaire, the SupportNet Satisfaction Inventory (SSI), each outcome measure, as well as
metrics on SupportNet website usage and coaching.

Internal Process Evaluation
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Two internal process evaluations with the SupportNet staff were conducted within a

year’s time. The first evaluation was conducted in December 2012 and qualitative and

quantitative responses were received from four (57%) team members (see Appendix B). The

second evaluation was conducted after the start of the SupportNet RCT in September 2013. The

subsequent evaluation garnered quantitative responses from 10 (90.1%) team members. One

team member did not fill out the open-ended responses form; therefore, qualitative responses

were collected from nine members (81.81%) of the SupportNet staff (see Appendix C).

Descriptive statistics of items on the internal process evaluation questionnaire from Time

1 and Time 2 are depicted on Table 1 below. Agreement with responses increased from the first

to second evaluation for all items except for item numbers 2, 5, and 9. There was less than a .2

decrease in agreement for items number 5 and 9. The largest decrease in agreement was shown

for number 2 (Time 1: M =5.2, SD =1.3; Time 2: M =4.89, SD = 1.27), indicating that team

members did not have as high agreement regarding being provided the proper resources to carry

out their respective jobs. It should be noted that even the largest decrease in agreement was less

than a .5 mean difference, and that this decrease may be reflective of the fact that the response

rate for the second evaluation was double the amount of the first evaluation.

Table 1

Descriptive Statistics for SupportNet internal process evaluation questionnaire.

Question M SD Range
T1 T2 Tl T2 Tl 12

1. The SupportNet project will reach its

goals. 54 5.67 .55 .5 1 1

2. I have been given the proper resources

to complete my tasks on the project. 52 489 13 1.27 3 3

3. I believe everyone knows his/her own

specific duties who work on the project. 4.8 544 1.79 53 4 1

4. Everyone is accomplishing their duties

who work on the SupportNet project. 5 5.67 1.73 5 4 1

5. I am accomplishing my responsibilities 5.8 5.78 45 44 1 1
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pertaining to the SupportNet project.
6. I have encountered few barriers in

reference to the SupportNet project. 34 3.67 1.34 141 3 4
7. I believe that my roles on the

SupportNet project are important. 5.6 5.67 .55 g1 2
8. I believe that [ am responsive to

suggestions from other team members. 54 5.56 .89 g3 2 2
9. I listen to input from my superiors and

my peers. 5.8 5.67 .45 5 1 1
10. I believe that my input is valuable. 5.25 5.67 .83 So02 1

Note.T1 =Time 1, T2 = Time 2. All mean scores are based on a 6-point Likert-type scale with
higher numbers indicating greater agreement (1= Strongly Disagree to 6 = Strongly Agree).

A long-table approach (Krueger & Casey, 2000) was employed for analyzing the
qualitative open-ended process evaluation responses, which entailed taking each qualitative
response for every individual and then comparing respective items, side-by-side, to analyze
similarities and extract themes. Results from both evaluations illustrated that team members
appeared to be in agreement of the over-arching goals of the SupportNet project; however, in the
second process evaluation, team members also cited goals that seemed consistent with their
respective roles on the project (i.e., “development of an intervention for burnout and STS” for
member of the SupportNet intervention development group). Regardless of the varied responses
regarding project goals, responses illustrated the presence of strong group self-efficacy and an
increase in team cohesion, despite different teams from different areas of expertise. SupportNet
team members were in full-agreement of the primary group to be affected or impacted by the
outcome of the SupportNet project. Team members were unanimous in their belief that the
SupportNet project would reach its goals, with a majority of respondents citing comments related
to the quality of team as being a reason for their confidence in both Time 1 and Time 2.

Recommended improvements to the SupportNet project in the first evaluation by staff
members included comments regarding the need for improved communication amongst team

members, which was not a theme present during the second evaluation. Instead, the majority of
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team members cited the need for more resources to better the intervention, such as time (n = 2),
money (n = 3), and technology (n = 2).

The majority of challenges cited were consistent across both evaluations, with barriers
related to the lack of military support and changes as a result of the project development process
being prevalent. Another barrier mentioned during the second evaluation was the lack of
resources provided, such as time constraints being an obstacle encountered while working on the
project.

SupportNet Participant Characteristics

Military mental health providers randomized into the SupportNet RCT were aged 29-80
(M =49.43, SD = 12.38). For military status, 18 providers indicated being active duty (30%), one
affirmed being in the reserves or national guard (1.7%), eight indicated being retired or former
military (13.3%), 32 stated having no military service (53.3%), and one provider did not provide
their military status. Forty-two providers were female (70%), and 18 were male (30%). Highest
education attainment differed across providers, with 16 (26.7%) providers having a master’s
degree, 14 (23.3%) having post-master’s educational work, and 30 (50%) having a doctorate or
professional degree. Forty-seven providers (78.3%) indicated being in a committed relationship
(i.e., are married, or have a domestic partner), 13 providers (21.7%) indicated being single. The
sample of providers included 13 clinical psychologists (21.7%), 17 counselors or
psychotherapists (28.3%), three marriage and family therapists (5%), four medical doctors
(6.7%), four psychiatrists (6.7%), one physician assistant (1.7%) and 9 social workers (15%).
Nine providers (15%) did not report their primary professional role.

SupportNet Process Evaluation
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In the RCT phase of the project, the SupportNet staff was responsive and adaptive to
change the focus of the intervention as a function of the results of the prevalence study
measuring burnout and STS, as well as the instrument scores received from the pre-intervention
comprehensive questionnaire. Additionally, the scope of participants was expanded to include
off-post providers.

Descriptive statistics for the SupportNet website usage tracking and effect sizes are
depicted on Table 2. Results of an independent samples t-test found a statistically significant
difference between all usage measures for participants who were coached and un-coached.
Participants who received coaching showed significantly higher usage metrics overall.

Table 2

Usage Descriptive Statistic and Cohen’s d for Coached (n = 11) and Un-Coached (n = 10)
Participants

Usage M SD Min Max Cohen’s d
Number of Logins** 10.62 7.23 2 25 20
Coaching 16.73 3.82 11 25
No Coaching 3.9 2.02 2 9
Duration of Usage** 5712.75 9746.76 187.81 30487.81 1.26
Coaching 10626.70 1157829  251.70  30487.81
No Coaching 307.42 424.9 22.46 935.07
Number of Pages Visited** 187.81 147.38 29 562 2.26
Coaching 291.64 132.86 143 562
No Coaching 73.6 314 29 139

Note. ** denotes statistical significant difference between groups at p <.01 level.

A proportion of participants in the RCT of SupportNet completed the SupportNet
Satisfaction Inventory (SSI), which was included with the post-intervention outcome measures.
Fourteen participants completed the SSI. A reliability analysis conducted on the scale garnered a
Cronbach’s alpha of .93, indicating strong internal consistency among the items. Total SSI scores
could range from 12 to 84. The minimum total SSI score was 23 and the maximum was 75.

Individual and total descriptive statistics for items on the SSI are illustrated on Table 3.
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Table 3
SupportNet Satisfaction Inventory Descriptive Statistics (n = 14)

Question M SD  Min  Max
1. Overall, I felt satisfied with the SupportNet system. 500 1.41 2.00 7.00
2. The SupportNet system met my expectations. 471 190 1.00 7.00
3. I found the SupportNet system easy to use. 507 1.82 1.00 7.00
4. Overall, I found the site engaging. 5.07 127 2,00 7.00

5. The SupportNet system helped me to build or improve my 357 160 1.00 7.00
professional relationships.

6. The SupportNet system required too much of my time.* 379 153  1.00 7.00
7. Using the SupportNet system improved my confidence in 443 128 200 7.00
my ability to cope with work stress.

8. I felt the coach understood me. 521 278 1.00 7.00
9. I felt the coach and I had a respectful relationship. 529 281 1.00 7.00
10. The coach and I worked on what I wanted to work on. 529 281 1.00 7.00
11. I felt the coach and I had a good connection. 486 298 1.00 7.00
12. Overall, the coaching was helpful. 479 294 1.00 7.00
Total Scale Score 56.86 21.66 23.00 75.00

Note. All mean scores are based on a 7-point Likert-type scale with higher numbers indicating
greater agreement (1= Strongly Disagree to 7 = Strongly Agree)

Individual item statistics indicated neither agreement nor disagreement (n = 4) to
somewhat agreement (n = 5) for the majority of items. The items with the lowest means were
item number 5 and 6, which indicated participants generally somewhat disagreed that the
SupportNet website improved their professional relationships and required too much of their
time. The three items with highest agreement were related to coaching, which is particularly
notable, because the sample included four participants that did not receive coaching and
subsequently expressed disagreement with the coaching statements.

Seven participants, out of the 14 who filled out the post-intervention comprehensive
questionnaire provided responses to the open-ended questions attached at the end of the SSI (see
Appendix E). When inquired about the ways SupportNet website was useful, the usability of the
website, enhanced self-care, resources, and coaching were prevalent themes extracted from

responses. One participant remarked that the intervention was “easy to use,” and another
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mentioned that while they did not need to use the resources provided by the intervention, they
found the “therauetioic (sic) alliance” between them and the coach as the “number one thing”
they found useful. In regards to enhanced self-care, one participant remarked that “the site was
very useful in motivating” them to work towards “a better life balance.”

Four providers provided suggestions for how the SupportNet website could be improved.
Themes for responses included the following: usability, addressing technical issues, and
resources/content. In regards to usability, one participant remarked that they were unable to
“figure out how to use it (the website), how to network™ and they mentioned being unsure
whether they were to be contacted by a SupportNet coach. It should be mentioned that this
participant was in the treatment-control group, or Trial Group C, so they did not receive access to
coaching. Another participant cited the technical issues they encountered while using the site and
specifically mentioned how they were unable to “successfully printout from various computers
the life balance wheel” and “had to reenter data several times on the life balance wheel, as it
(data) was somehow lost, after saving it.”” In regards to resources and content, one participant
stated their lack of need for the resources and content provided by the SupportNet website,
whereas another participant voiced their initial excitement with the possibility of accessing
articles and resources in the resource room, but then cited their disappointment with being unable
to access entire articles, as they were hoping to “reference the tools...being utilized.”

Responses to what ways coaching was helpful were largely positive. Themes extracted
from responses included support, listening/human interaction, helpfulness for goal attainment
and coaching as being informative. The listening and human interaction component was the most
cited among participants (n = 3). One provider stated there was “no substitute for accurate

empathic listening” and another participant mentioned how they “enjoyed talking” with their

152



coach. In regards to coaching being informational, one participant cited “the coaching was
outstanding” a described learning “a lot” from their SupportNet coach. In relation to the themes
of goal attainment and support, one provider cited that their coach “was very supportive, helpful,
and motivational in assisting” them “toward achieving the goals” they set for themselves.
Another provider stated that their coach “checking in each week was helpful” in keeping them
working toward their goal. Also worth mentioning is that no participants provided any
suggestions for how coaching could be improved.

When asked about what important things were missing from the SupportNet website,
participants mentioned an improved contact area, articles and actual resources that could be
applied on their own. When asked about the part of the website they found most helpful,
participants varied in their responses (See Appendix E). Only four components were referenced
in responses. The greatest agreement was shown for the life-balance wheel (n = 4), followed by
the goal-setting component (n = 2). Both the resource room (n = 1) and self-assessment (n = 1)
were also modules mentioned as being the most helpful part of the website. Responses to what
about the website was disliked by participants reiterated themes from the question regarding
improvements, with technical issues and usability, or intuitiveness of the website design being
prevalent themes. One participant mentioned their dislike of “computers in general,” citing their
lack of interest in using a computer to access the intervention at home after being on a computer
all day for work. Another participant stated disliking the “social support area” or networking
component, stating they were uninterested in the component due to its similarity to Facebook.

Supplemental quantitative items assessing participants’ perceptions of SupportNet
modules and website were included. Descriptive statistics were produced for each of these items

(see Appendix F).
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SupportNet Outcome Evaluation

Correlational analyses were used to illustrate associations between pre-intervention

SupportNet outcome measures. Results are displayed on Table 4.

Table 4
Pre-Intervention Outcome Measure Correlation Matrix (n = 60)

1 2 3 4 5 6
1. OLBI — - 32%* JT2H* - 79%* - 59%* - 38#*
2. WSBSE — - 44%% 20% A43H* .05
3. STSS — - 47 - 70%* -.23%
4. STSES — S2%* 35%*
5. UWES — 27*

6. Readiness —

Note: OLBI = Oldenburg Burnout Inventory, WSBSE = Work Stress Burnout Management Self-
Efficacy, STSS = Secondary Traumatic Stress Scale, STSES = Secondary Trauma Self-Efficacy
Scale, UWES = Utrecht Work Engagement Scale. ** indicates p <.01. * indicates p < .05.
Results of the correlational analyses for the pre-intervention outcome measures illustrated
significant correlations between burnout, STS, self-efficacy, and work engagement that were
consistent with the theoretical objectives of the SupportNet intervention. Subsequent
correlational analyses were conducted with the same measures post-intervention. Results of this
analysis are shown on Table 5. These results indicated that the positive association between
burnout and STS, as well as the inverse association between burnout and work engagement
remained significant post-intervention, but no significant associations were found for burnout
and WSBSE, and STS and STSE, which were results contrary to the theoretical objectives of the
SupportNet. While results were not significant, it is important to note that the sample size in the
subsequent correlational analysis was remarkably smaller (» = 14) than the pre-intervention
analysis sample (n = 60) and thus, statistical power for the second correlational analysis may

have been inhibited.

Table 5
SupportNet Post-Intervention Outcome Measure Correlation Matrix (n = 14)
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1 2 3 4 5

1. OLBI - -.19 J1EE -25 -.61*
2. WSBSE - 18 86** .07
3. STSS - -.01 -.30
4. STSES - .08
5. UWES -

6. Readiness

.26
-.16
.18
12

Note: ** indicates p < .01. * indicates p < .05.

In order to highlight relationships between post-intervention SupportNet outcomes, usage

tracking measures, and exposure to coaching, another correlational analysis was conducted. The

results of the analysis are illustrated on Table 6.

The correlational analysis showed a strong association between SSI scores, number of

SupportNet pages accessed, number of logins to the SupportNet website, and coaching. This

finding illustrated use of the SupportNet website and exposure to coaching was positively

associated with satisfaction, meaning those who used the intervention more, were likely to show

higher satisfaction with the intervention. Additionally, a strong inverse correlation was found

between burnout scores, logins, and coaching.

ESZ}?thNet Post-Intervention Outcome Measure Correlation Matrix (n =11)

1 2 3 4 5 6 7 8 9 10
1. OLBI — -04 71*  -06 -.65% -55 -55  -64*%  -47  -.68%
2. WSBSE — 43 79 14 34 -20 -.04  -56 21
3. STSS — 25 -25 -21 -43 -45 -42 -35
4. STSES - 21 .03 -.29 -21 -.62% -0
5. UWES - 31 .05 25 45 .50
6. SSI - 66%  88*F* 21 95%*
7. # Pages — 91** 52 O1%
8. # Logins — 48  .86**
9. # Mins — 43
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10.Coaching —

Note: SSI = SupportNet Satisfaction Inventory, # Page = Number of SupportNet Pages Visited, #
Logins = Number of Logins to the SupportNet website, # Mins = Number of minutes logged onto
SupportNet website. ** indicates p <.01. * indicates p < .05.

As part of the outcome evaluation, paired sample t-tests were conducted on outcome
measures to determine whether there were statistically significant differences seen from pre- to
post-intervention. Results of the analysis with effect size are displayed on Table 7 below. Results
illustrated no statistically significant differences between pre- and post-intervention outcomes;
however, because the small sample size, observations of the means were deemed more
appropriate in determining whether there were changes seen from before and after use of the
intervention. There was a general decrease observed from pre- to post-intervention in means for
burnout scores and STS, as well as an increase in WSBSE, STSES and eHealth readiness. Aside
from the increase seen in eHealth readiness, all of these trends were consistent with the outcome

objectives set forth by the SupportNet team. The only measure that did not display any change

was work engagement, which showed a mean decrease of .13.

Table 7

Paired Sample t-tests and Descriptive Statistics for Intervention Outcome

Measures

Usage M SD n t df p Cohen’sd

OLBI 13 1.90 12.00 .08 47
Pre- 41.38 8.17
Post- 35.92 9.50

WSBSE 15 -1.83 14.00 .09 47
Pre- 46.53 5.76
Post- 48.60 542

STSS 14 1.56 13.00 .14 37
Pre- 36.93 12.36
Post- 33.00 9.47

STSES 15 -1.54 14.00 .15 -.59
Pre- 40.87 4.17
Post- 42.13 391

UWES 15 14 14.00 .89 .08
Pre- 36.40 3.92
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Post- 36.27 5.05

Readiness 15 -56 14.00 .59 .14
Pre- 30.47 6.08
Post- 31.33 8.09

** indicates p < .01. * indicates p < .05.
Independent sample #-tests were conducted comparing participants who received

SupportNet coaching versus those who did not receive coaching. No statistically significant
differences were observed for any outcome measures, aside from the SSI, 7 (12) =-11.55, p <
.001, which indicated that participants who received coaching had significantly higher
satisfaction than those who did not. Descriptive statistics and effect size for each of the post-
intervention outcomes by coaching is illustrated on Table 8.

Table 8

Independent Samples t-test and Descriptive Statistics for Post Intervention
Outcomes by Coaching

Usage M SD Min Max  Cohen’sd n
OLBI =72
Coaching 33.67 7.05 25.00  48.00 9
No Coaching 40.60 11.61 35.00 53.00 5
WSBSE -21
Coaching 48.20 5.37 41.00  55.00 10
No Coaching 49.40 6.07 40.00  53.00 5
STSS 15
Coaching 33.80 9.68 19.00  48.00 10
No Coaching 32.40 9.21 28.00  43.00 5
STSES -.70
Coaching 41.20 3.46 37.00  47.00 10
No Coaching 44.00 4.47 37.00  46.00 5
UWES S1
Coaching 37.10 5.36 32.00  45.00 10
No Coaching 34.60 4.39 28.00  38.00 5
SSI** 7.99
Coaching 69.50 7.29 50.00  75.00 10
No Coaching 25.25 2.87 23.00  29.00 4

Note. ** indicates p < .01.
Despite the lack of statistically significant differences seen with other outcomes,

observations of the means showed that those who were coached showed less burnout, as well as
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higher STSES and work engagement. No remarkable differences in means were shown for STS
and WSBSE; however, this #-test was conducted with small, uneven groups, thereby affecting the
statistical power of the analysis. The following section will discuss the above stated results in
relation to the evaluation questions.

Summary and Conclusions

The results presented in the previous section illustrated the data used to inform the
process and outcome evaluation document. The following section will briefly summarize the
results while weaving together the various pieces of data with the appropriate evaluation
questions to assess the process and outcome of the SupportNet intervention.

Dose delivered. Technical difficulties aside, all intended SupportNet intervention
components were implemented according to plan. While delivery methods used included
telephone audio, email, and the social networking module, a video modality was not used.

Dose received. Results of the process evaluation indicated that individuals who engaged
the most with the intervention and received coaching (M = 69.50, SD = 7.29) showed higher
satisfaction with the intervention overall. Although satisfaction was high among those who
engaged the most with the intervention, nonuse attrition for the RCT was an issue, as 60
providers were randomized into one of three trial groups and only 21 (35%) actually logged onto
the website for 20 minutes or longer. Dropout attrition was also an issue, as only 15 (25%)
participants completed the post-intervention comprehensive questionnaire. While SupportNet
coaching sessions seemed to enhance adherence to the intervention, of the participants in Trial
Groups A and B (7 = 39) given access to coaching; only 11 actually participated in the

SupportNet coaching protocol.
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In regards to usefulness of the intervention, participants cited usefulness (and lack
thereof) of different modules, but varied in their responses. Participants seemed to enjoy the life-
balance wheel and the goal-setting modules. Overall, the theme of enhanced self-care seemed to
be prevalent in regards to the usefulness of the website. Those who received coaching cited their
satisfaction with the coaching protocol.

Implementation. Aside from being unable to conduct impact evaluations, use video as a
channel for delivery, the shift of focus of the intervention from STS to burnout, and the inclusion
of off-base providers, the SupportNet intervention was implemented as planned. In regards to the
use of theory, results from the internal process evaluation indicated that the underlying theory of
Social Cognitive Theory was a prominent fixture in the project objectives and the development
of the intervention. Some team members specifically cited their belief that use of empirically-
based theory was a major strength of the SupportNet project, while others also stated the use of
theory as a reason that the project would meet its goals. Thus, the SupportNet intervention was
shown to be implemented consistently with the underlying theory of Social Cognitive Theory.

Fidelity to treatment. From a Social Cognitive Theory perspective, the extent to which
the intervention improved military behavioral health providers’ perceived efficacy to cope with
the demands of their jobs and utilize personal professional resources effectively represented the
fidelity to treatment for the SupportNet project. In the end, while there was not statistically
significant different burnout, WSBSE, STS, and STSE scores from pre- to post-intervention (see
Table 7) there were trends in the data in the directionality hypothesized for the majority of
outcomes, which was in accordance with Social Cognitive Theory. It was expected the
intervention would decrease symptoms of burnout and STS, while increasing, WSBSE, and

STSE. The only measure that did not show a substantial increase or decrease was work
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engagement; however, descriptive statistics for work engagement by coaching exposure
indicated that those who received coaching showed a higher work engagement (see Table 8).

Results of the SSI indicated that the majority of participants neither agreed nor disagreed
with the statement that the SupportNet system helped to improve their professional relationships,
but largely somewhat agreed with the statement that the SupportNet system improved their
confidence in their ability to cope with work stress (see Table 3). Additionally, results of the
SupportNet staff process evaluation questionnaire indicated that the majority of the staff agreed
that the project would reach its goals (see Table 1). Taken together, these results illustrated the
current project showed adequate fidelity to treatment.

Reach & Recruitment. The SupportNet intervention used a convenience sample
recruited through cold calls made to military mental health providers across the nation and
through research solicitations posted on professional Listservs. Participants were required to be
mental health providers with at least one military trauma client currently on their caseload. As
the SupportNet team planned, 60 participants were included in the RCT; however, the response
rate for the pre-intervention comprehensive questionnaire that was used to determine eligibility
for inclusion into the study was smaller than expected. As a result, the cut-off scores for burnout
were adjusted by the SupportNet team in order to allow for the minimum number of people to
participate in the RCT. The burnout cut-off score for inclusion was a scaled score of 2 (out of a
possible 5). While 60 providers were randomized into trial groups, it is unclear whether those
who were included were actually in risk of burnout and thus, a part of the SupportNet
intervention’s target population.

Context. Given the demographics of the target population trying to be helped, the project

faced the challenge of trying to engage those who were at risk of burnout due to higher job
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demands and lower resources through an intervention that required a time commitment. It is
possible that participants did not engage with the SupportNet intervention as a function of their
level of burnout.

Results of the internal process evaluations illustrated the barriers faced by the project as
the result of weak support from military leaders. Given that behavioral health in the military is
process-oriented, it is likely that lack of support from key military stakeholders was an
impediment to the recruitment of behavioral health providers on base at Fort Carson.

The project team began recruitment for the SupportNet intervention and was readying the
final RCT in October 2013, all of which coincided with the government shutdown that occurred
from October 1% to October 16", 2013. The shutdown resulted in government employees across
the nation being furloughed for two weeks. Since the project itself was funded by the DoD, the
government furlough likely affected SupportNet through contract delays and limiting recruitment
of military behavioral health providers who work for the military.

Outcome evaluation. Pre-intervention outcomes correlated with each other in
accordance with the project’s hypotheses, as burnout was positively correlated with STS, and
inversely correlated with WSBSE, STSES, and work engagement. Analyses conducted with
post-intervention outcomes were likely affected by the small sample size. Fewer correlations
were shown among the post-intervention outcomes, as the burnout measure was only positively
correlated with STS and negatively correlated with work engagement, but showed no significant
correlations with either self-efficacy outcome measure. Results of a paired sample t-test
indicated no statistically significant differences were seen among the outcomes from pre- to post-

intervention. However, observation of the descriptive statistics indicated that all outcomes,
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except for work engagement, trended in their expected directions and calculated Cohen’s d effect
sizes ranged from medium to large for all outcomes, except for work engagement.

As noted above, outcomes were likely affected by the small sample size at post-
intervention, in addition to the low inclusionary cut-off for the burnout measure. While outcomes
of the SupportNet project did not garner the effects expected, these initial results highlight the
potential efficacy of the intervention in the future.
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Appendix A
SupportNet Staff Process Evaluation Questionnaire

Please indicate your response by highlighting one of the choices below each question.

1. The SupportNet project will reach its goals?
Strongly Disagree Moderately Disagree Slightly Disagree  Slightly Agree Moderately Agree Strongly Agree

2. Thave been given the proper resources to complete my tasks on the SupportNet project.
Strongly Disagree Moderately Disagree Slightly Disagree Slightly Agree Moderately Agree Strongly Agree

3. Ibelieve everyone knows their specific duties who work on the SupportNet project.
Strongly Disagree  Moderately Disagree Slightly Disagree Slightly Agree Moderately Agree Strongly Agree

4. Everyone is accomplishing their duties who work on the SupportNet project.
Strongly Disagree  Moderately Disagree Slightly Disagree Slightly Agree Moderately Agree Strongly Agree

5. Tam accomplishing my responsibilities pertaining to the SupportNet project.
Strongly Disagree Moderately Disagree  Slightly Disagree Slightly Agree Moderately Agree Strongly Agree

6. Ihave encountered few barriers in reference to the SupportNet project.
Strongly Disagree Moderately Disagree Slightly Disagree Slightly Agree Moderately Agree Strongly Agree

7. Ibelieve that my roles on the project are important.
Strongly Disagree ~ Moderately Disagree  Slightly Disagree Slightly Agree Moderately Agree Strongly Agree

8. Ibelieve that I am responsive to suggestions from other team members.
Strongly Disagree Moderately Disagree  Slightly Disagree Slightly Agree Moderately Agree Strongly Agree

9. Tlisten to input from my superiors and my peers.
Strongly Disagree Moderately Disagree  Slightly Disagree Slightly Agree Moderately Agree Strongly Agree

10. Ibelieve that my input is valuable.
Strongly Disagree Moderately Disagree  Slightly Disagree Slightly Agree Moderately Agree Strongly Agree
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SupportNet Staff Process Evaluation Open-Ended Questions

The following questions are part of the ongoing internal process evaluation for the Trauma,
Health, and Hazards Center SupportNet project. Please answer each question honestly and to the
best of your ability or to the best of your knowledge. Please be as complete as you can in your
explanations. Your answers are confidential and will only be shared with the evaluation team
which is independent of the SupportNet team. Individual answers will be consolidated
statistically and reported to the SupportNet team. The purpose of these questions is to detail the
working of the SupportNet team and to understand what roles are present and how each member
views the current project and its execution. Please do not discuss this questionnaire with any of
your peers until all data has been collected.

What are the goals of the SupportNet project?

What primary and secondary groups will be affected/impacted by the outcome of the
SupportNet project? How?

What do you see to be the major strengths of the SupportNet project (weakness)?
Do you think that the SupportNet project will reach its goals? Why or why not?
How would you improve the SupportNet project?

What barriers have been encountered in respect to the SupportNet project so far?
What are your roles on the SupportNet project (Primary and secondary)?

Who works with you on the SupportNet project?
What are their roles?

What information was not addressed within this questionnaire that should have been?

Demographics information
Please indicate your selection using the Word highlighter function.
Which category below describes your age?
18-20
21-29
30-39
40-49
50-59
60-69
70 or older
Gender
Male
Female
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Which of the following best describes your current occupation (role?)?
Case Manager
Counselor
General practitioner or medical doctor
Medical Nurse
Mental Health Nurse
Other (please specify :)
Project Director
Psychiatrist
Psychologist
Research Assistant
Research Director
Social Worker

Which best describes your race/ethnicity (may choose more than one)
African-American/Black
Asian or Pacific Islander
European-American/White
Latin-American/Hispanic
Native American
Other (please specify)

What is the highest degree of education you have received?
High School
Associates degree
Bachelor’s degree
Master’s degree
Doctorate

What education or training have you received related to trauma treatment (check all that
apply)?

Completed at least one Trauma training course or workshop

Completed multiple Trauma training courses and/or workshops (at least 3)

Certified in Trauma treatment

Master’s degree with specialization in Trauma

Doctorate degree with specialization in Trauma
None

Have you ever served in the military? If yes, in what capacity and for how long?
How long have you been working on the SupportNet project?

When will your work on the SupportNet project end?

Thank you for your time.
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Appendix B
Process Evaluation Open-Ended Responses (December 2012)

1. What are the goals of the SupportNet project?
e Reduce/prevent job burnout and STS in military mental health providers (4).
e Develop intervention and test its effectiveness (4)
e Research work engagement and secondary traumatic growth (1)
e Summary: Team members appear to be in agreement and have a clear picture of the goals
of the project.

2. What primary and secondary groups will be affected/impacted by the outcome of the
SupportNet project? How?
e Primary group impacted:
e Military mental health providers (4)
e How?
e Outcome of project may assist this primary group by teaching them skills to
prevent the development of STS and job burnout through increasing work/life
balance, work engagement, social support, and coping self-efficacy. (1)
e Secondary group impacted:
¢ All mental health providers (2)
e Family members and leadership working with MMHP (1)
e Researchers will benefit from increased knowledge (1)

3. What do you see as the major strengths and weaknesses of the SupportNet project?
e Strengths:
e The people involved in the project / the team members! (3)
e Knowledge, experience, expertise in various areas (3)
e Research and Clinical expertise (2)
e Solid empirical and theoretical basis for intervention (1)
o Weaknesses:
e Challenges of working with the military as an outsider, and resistance to the
project by military leadership. (2)
e Organizational demands without necessary resources, and the organizational
climate makes progress difficult. (1)
e Omitted (1)
e Summary: Team members agree that the team members bring different expertise to the
project and collaborate with each other as a strength of the project. The challenges of
working with the military are cited as a weakness.

4. Do you think the SN project will reach its goals? Why or why not?
e Yes, because of contributions of the strong team of people involved. (2)
e Yes, the team will meet many of its goals. We have a lot of goals we are striving for, and
as part of the process of such an effort, some goals may need to be prioritized over others
and some goals may be omitted because of conflict with higher priority goals. (1)
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e “Thopeso.” (1)
e Summary: All team members are in agreement (albeit a qualified agreement) that
SupportNet will reach its goals.

. How would you improve the SN project?

e Communication among team members could be improved. (2)

e C(Clarify specific tasks and deadlines, and work toward making the design elements clear
and concrete. (1)

e More time and money. (1)

e [t would be improved if we had stronger support from inside Fort Carson. (1)

What barriers have been encountered so far?
e Lack of support from Fort Carson (3)

o Leadership changes at Fort Carson which requires obtaining buy-in from each
new leader. (1)

e Organizational processes have delayed the project unnecessarily. (1)

e Changes in team members. (1)

e For the technology portion of the intervention, there was the change from using an
outside company to using in-house resources.

e Deciding which aspects of the intervention are necessary and which can be cut. (1)

What are your roles on the SN project? Primary and secondary?
o All team members seemed clear as to his or her own role.

Who works with you? What are their roles?

*

*
*
*

Everyone (did not specify individuals or individual roles). (2)

Clearly specified roles of 5 key team members (1).

Clearly specified roles of those who worked with closely. (1)

Summary: May benefit from more interaction, more experience with all team
members so understand everyone’s role and their skill sets.
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Appendix C

Process Evaluation #2 Open-Ended Responses (September 2013)

1. What are the goals of the SupportNet project?

Burnout and STS in MHP
1. Learning (aka research) (7)

2. Development (aka clinical or tech) (4)
3. Treatment Delivery (5)

Intervention
1. Learning (aka research) (4)

2. Development (aka clinical or tech) (3)
3. Treatment Delivery (2)

Work Engagement and Secondary Traumatic Growth
1. Learning (aka research) (3)

2. Development (aka clinical or tech) (2)
3. Treatment Delivery (2)

e Positive (0)

e Negative (0)

e Ambivalent (9)
Summary:

e Team members seem to be in agreement of certain themes more than others.
e Some team members’ responses were consistent with goals of their respective team.

2. What primary and secondary groups will be affected/impacted by the outcome of the

SupportNet project? How?

Primary
e Mental Health Providers (4)

e Military Mental Health Providers (5)

How!?
e Increase work engagement (1)

e Reduce burnout (2)
e Increase self-efficacy (2)
e Facilitate social support (2)

Secondary
e C(Clients of MHPs (5)

Mental Health Providers (2)

UCCS Team (1)

Anyone experiencing STS and burnout (1)
Public Policy for Mental Health Providers (1)
Researchers (1)

169



e Behavioral Health Organizations (1)
e Providers’ Support System (1)
e Management (1)

e Positive (1)
e Negative (0)
e Ambivalent (8)

3. What do you see to be the major strengths of the SupportNet project (weakness)?

Strengths:
e Team (17)

Teamwork (1)

Experience (2)

Skills (2)

Strong leadership (1)

Knowledge (1)

Quality (2)

Communication (1)

Organization (2)

e Intervention (6)
o Empirically-based theory (2)
o Empirically-based design (1)
o  Empirically-based development (1)

0 O O O O O

o Technology (2)
Weaknesses
e None (2)
e Size (1)

e Cohesion (1)
e University organizational structure (1)
e Military support (4)

e Time (2)
e Singular theoretical orientation (1)
Tone

e Positive (3)
e Negative (2)
e Ambivalent (4)

Summary:
e Empirically there are far more positive strengths; however, there are weaknesses that

have been brought to light. Some people expressed their concerns that the weaknesses might be
problematic.
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e While there were clearly more strengths than weaknesses, weaknesses were
primarily idiosyncratic (aside from military support)

4. Do you think that the SupportNet project will reach its goals? Why or why not?
e Yes!!(9)
o Because the quality of the team (7)
m Experience (1)
m Motivation and hardwork (4)
o Because quality of development (3)
m  Clear vision (1)
m Detailed (1)
m  Empirically driven (1)
o Because strong IT platform (1)
o Because we will learn about burnout and STS (1)
Tone:
e Positive (7)
e Ambivalent (2)
e Negative (0)
Summary:
e Tone is far more positive here than in comparison with the other questions containing
more ambivalent tones.

5. How would you improve the SupportNet project?
e None! (2)
e More resources to better the intervention (7)
o Time (2)
o Money (3)
o Technology (1)
e Distractions (2)
o Limit Jokes (1)
e Fewer Meetings (1)
e Incorporate key military into team (1)

e Positive (2)
e Negative (0)
e Ambivalent (7)
6. What barriers have been encountered in respect to the SupportNet project so far?
e Nothing much! (1)
e External Sources (6)
o Lack of Support from Fort Carson (3)
o Contract Delays (1)
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o IRB Responsiveness (1)
e Resources (4)
o Time (2)
e Decision-making (1)
e Scheduling Meetings (1)
e Participant Recruitment (1)

e Positive (2)
e Negative (3)
e Ambivalent (4)

7. What are your roles on the SupportNet project (Primary and secondary)?
e Team members seemed clear as to his or her own role (8)
e Not answered (1)

8. Who works with you on the SupportNet project? What are their roles?

e Perception of behavior on project is devoted to primary function (2)

e Perception of behavior on project is balanced between primary and secondary functions
3)

e Perception of behavior on project is general and spread across different functions and
domains (2)
Everyone (1)
Not answered (1)

9. What information was not addressed within this questionnaire that should have been?
e Growth from working on the project (1)
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Appendix D
SupportNet Satisfaction Inventory

A. Looking back on your experience using the SupportNet system and coaching sessions, please
indicate the extent to which you agree or disagree with the following statements:

Strongly Disagree Disagree = Mildly Disagree Mildly Agree  Agree  Strongly Agree = N/A

Overall, I felt satisfied with the SupportNet system.

The SupportNet system met my expectations.

I found SupportNet easy to use.

Overall, I found the site engaging.

SupportNet helped me to build or improve my professional relationships.
SupportNet required too much of my time.*

Using SupportNet improved my confidence in my ability to cope with work stress.
I felt the coach understood me.

I felt the coach and I had a respectful relationship.

10. The coach and I worked on what I wanted to work on.

11.  Ifelt the coach and I had a good connection.

12. Overall, the coaching was helpful.

XN R WD =

e

Note: *Reverse scored item

B. Please answer the following open-ended questions with as much detail as possible:

In what ways did you find the SupportNet website useful? How could the website be improved?

In what ways did you find the coaching helpful? How could the coaching be improved?
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Appendix E
SupportNet Satisfaction Inventory Qualitative Responses

1a. In what ways did you find the SupportNet website useful? (7)
Usability (1)
o “Easytouse.”

Enhanced Self-Care (4)
o “Learned new techniques and to take time for myself.”

o “Good ideas in the Take 5 section to use during the day”
o “The site was very useful in motivating me to work on a better life balance...”

Provided Resources (1)
o “Self assessment, resources were good.”

Coaching (2)
o “During this coaching period, I had a death of a parent, I did find the coaching helpful

and the strategies for avoiding burnout, I took it to my personal life and found it very
helpful.”
o “Iknew all the resources... did not need them. sorry. The theraeutoic (sic) alliance
between the coach and I was the number one thing that provided assist to me.”
= Specific Website Modules Mentioned (4)
1. Resources/Resource Room (1)
2. Life Balance (1)
3. Self-Assessments (1)
4. Take-5 (1)
1b. How could the website be improved? (4)
Usability (1)
o “Icould not figure out how to use it, how to network or if I was supposed to be contacted
by a coach.”

Address Technical Issues (1)
o “My coach's profile picture was never displayed. I could not successfully printout from

various computers the life balance wheel. I had to reenter data several times on the life
balance wheel, as it was somehow lost, after saving it.”

Resources/Content (2)
o “I knew all the resources... did not need them.”

o “Iwas really excited about reading the articles and accessing those resources. However,
all you could get from the program was the abstract. Overall, I found this very
disappointing as I like to be able to reference the tools that are being utilized.”

Unsure (1)
2a. In what ways did you find the coaching helpful? (7)
Supportive (2)
o “Support.”
Listening/Human Interaction (3)
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o “listening was the best.”
o “There is no substitute for accurate empathic listening.”
o “I enjoyed talking with and discussing a few cases...”

Helpful with Goal Attainment (2)
o “My coach was very supportive, helpful, and motivational in assisting me toward
achieving the goals I set for myself.”
o “Checking in each week was helpful in keeping me working toward my goal.”
Informative (2)
o “The coaching was outstanding and I learned a lot from my coach.”
o “Coaching was excellent, very useful to see* the distance between thinking and doing.”

2b. How could the coaching be improved? (0)
No Suggestions Provided

What important things did you feel were missing from the SupportNet website?
o “maybe I am to (sic) old. But I am on a MHS comuter (sic) all day, why the hell would I

want to go it when I get home?”

o “Perhaps a more improved contact area, i.e. a chat room, more uploaded pictures on the
profiles of participants and coaches.”

o “I think it was adequate and a good starting point.”

o “Articles. Actual resources that I could apply on my own.”

Please tell us which part of the website you found the most helpful.
o Life-Balance Wheel (4)

o Goal-Setting (2)
o Resource Room (1)
o Self-Assessment (1)

Please tell us what you most dislike about the website.
o “It was not very intuitive, printing challenges, data loss.”

“Locked *out* and resetti*ng password not** *easy”

“Adding/editing goals was not so easy.”

“It’s not the website---its computers in general.”

“Not clear cut what to do. I couldn't initiate anything relevant for me. I was hoping it
would be an intervention I could use since things have been getting worse but [ was
unable to figure it out.”

o “The social support area. I am not interested in that; it reminded me of facebook.

o O O O
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Appendix F

Descriptive Statistics for SupportNet Website Questions

Item M SD Min Max =
1. I gained something positive from working on Goal Setting 3.77 124 1 5 L.
2. I gained something positive from working on Self-Assessment. 4 112 1 5 L.
3. I gained something positive from working on Resource Room 3.15 128 1 5 L.
4. 1 gained something positive from working on Social Networking 2.54 88 1 4 L.
5. Goal Setting component was user friendly. 3.75 .87 2 5 L
6. Self-Assessment component was user friendly. 3.82 .87 2 5 1
7. Resource Room component was user friendly. 391 .83 2 5 1
8. Social Networking component was user friendly 4 .98 2 5 1
9. I believe that I am more able to deal with things in my life because of 3 .79 2 4 1
what I learned from the Goal Setting component.

10. I believe that I am more able to deal with things in my life because of 333 .78 2 4 1
what I learned from the Self-Assessment component.

10. I believe that I am more able to deal with things in my life because of 3.08 .67 2 4 L
what I learned from the Resource Room component.

11. I believe that I am more able to deal with things in my life because of 2.83 .72 2 4 1

what I learned from the Social Networking component.

12. I would recommend the Goal Setting to other BHPs. 358 .9 2 5
13. I would recommend the Self-Assessment component to other BHPs. 358 .9 2 5
14. I would recommend the SupportNet resource room component to other  3.75 1.06 2 5
BHPs.

15. I would recommend the Social Networking component to other BHPs. 333 .89 2 5
16. The Goal Setting addressed many of my needs and concerns. 325 .97 2 5
17. The Self-Assessment component addressed many of my needs and 3.5 9 2 5
concerns.

18. The Resource Room component addressed many of my needs and 3 95 1 4
concerns.

19. The Social Networking component addressed many of my needs and 2.67 .78 1 4
concerns.

20. I feel that my awareness of secondary traumatic stress has increased 471 138 2 7
since I started using the SupportNet website.
21. I feel that my awareness of job burnout has increased since I started 479 137 2 7

using the SupportNet website.

22. I feel that the quality of self-care activities has increased since I started  5.14 135 3 7
using the SupportNet website.

23. I feel that the quality of social support around me has increased sinceI 429 144 2 7
started using the SupportNet website.

24. ] feel that I am more capable of coping with work stress than before I 443 122 2 7
started using the SupportNet website.

25. 1 feel that I spend more time on self-care activities than before I started 4.5 1.51 2 7
using the SupportNet website.

Note. All mean scores are based on a 5-point Likert-type scale with higher numbers indicating greater
agreement (1= Strongly Disagree to 5 = Strongly Agree). BHPs = Behavioral healthcare providers.
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Appendix XVI: International Society for Traumatic Stress Studies Paper on Secondary
Traumatic Stress among Army Mental Health Providers.
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Secondary Trauma in Military
Mental Health Providers
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Overview of Problem

* No available information on secondary
traumatic stress prevalence estimates in
military mental health providers.

* The Department of Veterans Affairs has
observed a huge increase in the number of
patients with PTSD receiving behavioral health
services, from 139,062 in 1997 to 279,256 in
2005 (Rosenheck and Fontana, 2007).
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Overview of Problem

* Qver 1.6 million troops have
been deployed in Iraq and
Afghanistan. Approximately
10 to 14% will be diagnosed
with PTSD.

* More than 60,000 troops
have done 3 or more tours.

* Approximately, 31,882 and
6,773 have been reported
as wounded in action in OIF
and OEF, respectively.
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THE MENTAL HEALTH DEMAND 1S
BEYOND COMPARE.

183



Overview: PTSD-like diagnosis of
Secondary Traumatic Stress met by:

15.2% of social workers (Bride, 2007).
19% of substance abuse counselors (Bride et al., 2009).

20.8% of providers treating family or sexual violence
(Choi, 2011a).

32.8% of emergency nurses (Dominguez-Gomez and
Rutledge, 2009).

34% of child protective services workers (Bride et al.,
2007).

39% of juvenile justice education workers (Smith
Hatcher et al., 2011).
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Support Net Project: Research Aims

Aim 1: Determine the current level of
secondary trauma, burnout and work
engagement in military mental health
providers.

Aim 2: Evaluate the utility of social cognitive
theory as a framework for understanding the
stress process for military mental health
providers.
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Theoretical Model: SupportNet Study

Risk & Protective Factors

General Job
Demands:
‘Work Stressors

Self-Efficacy
Social Support

Specific Job
Demands:
Indirect Exposure
to Trauma

Job Burnout

Work
Engagement

Outcomes

Negative
Outcomes

Secondary
Traumatic Stress

Secondary
Posttraumatic
Growth
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Procedure

* Data were collected by means of an online survey. An
e-mail with information about the SupportNet study
and a link to the survey was sent to on-post and off-
post behavioral health providers working with military
patients.

* Off-post providers received an invitation to the study
through an online newsletter sent by TriWest
Healthcare Alliance.

* The on-post providers were contacted by e-mail sent
by the director of the Department of Behavioral Health
at Evans Army Community Hospital at Fort Carson, CO
and by the Psychology Consultant to the U.S. Army
Surgeon General.
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Participants

Of 339 participants 224 (66%) met the inclusion criteria
(working at least one year as a clinical psychologist,
counselor, or social worker; providing services for a military
population; and being indirectly exposed to trauma through
work with patients).

Slightly more than half of the sample was serving as on-
post (57%) and the rest as off-post (43%) behavioral health
providers.

Equally split between those who did and did not have any
military experience (44% and 56%, respectively).

19% had deployed to a combat zone at least once.

The average age was 48.92 (SD = 13.04) years and the
average length of work experience was 16.40 (SD = 10.42)
years.

The participants were predominantly women (67%)
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Therapy Orientations

90% Cognitive Behavioral Therapy
42% Cognitive Processing Therapy
30% Prolonged Exposure

29% Eye Movement Desensitization and
Reprocessing
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Indirect and Direct Trauma Exposure

* Indirect Exposure and Appraisal of the impact of
indirect exposure. Participants were asked to
assess how hearing about each checked event in
the STES affected them. The responses are given
onalto 7 scale (from “Very Negative” through
“Neutral” to “Very Positive”).

* Direct Exposure: List of 10 potentially traumatic
eventsincluded in the STES: “How many of the
types of traumatic events listed above have you
personally experienced?” (scale from 0 to 10).

190



Secondary Traumatic Stress & Burnout

» Secondary Traumatic Stress Scale (Bride et al.,
2004). 17-items that match the list of symptoms
corresponds to the B, C, and D diagnostic
criteria for PTSD specified in the DSM-IV-TR.
Responses were given on a 1 to 5 scale (from
“Never” to “Very Often”).

* Oldenberg Burnout Inventory. Assesses
cognitive and physical components of
exhaustion.
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Work characteristics and professional
support.

Primary occupational role (clinical psychologist, counselor,
psychotherapist, or social worker), therapeutic approaches
used in work with clients (CBT, CPT, PE, EMDR).

Employment status (part-time, full time).
Years of work experience as a mental health provider.

The exact number of hours of individual and group supervision
received monthly, and frequency of professional peer support
(scale 1-7: Never; A few days in a year; One day a month; A
few days a month; One day a week; A few days a week; Every
day).

Workload in the last month: constrained by (1) having too
much paperwork and (2) having too many patients (scale 1-5:
Less than once per month or never; Once or twice per month;
Once or twice per week; Once or twice per day; Several times
per day).
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Findings and Implications
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Frequency and Percentage of Behavioral Health Providers Meeting
Diagnostic Criteria for Secondary Traumatic Stress Criteria Due to an
Indirect Trauma Exposure through a Practice with Traumatized

Military Patients
Criteria n %
None criteria met 76 339
Criterion B: Intrusion 129 57.6
Criterion C: Avoidance 67 29.9
Criterion D: Arousal 79 353
Criteria B and C 53 237
Criteria B and D 66 29.5
Criteria C and D 31 22.8
Criteria B, C, and D 43 19.2
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Correlates of STS

* STS correlated
significantly with:

— Too much paperwork
(r="23).

— Too many patients.
{r=-.35)

— Direct exposure to trauma
=21y

— Indirect exposure ratio of
trauma patients (r =-.14)

— Appraisal of indirect
exposure (r =-.37).
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Next Steps: Mechanism Analysis

196



Cultivation and Enabling Hypotheses

Cultivation Hypothesis Enabling Hypothesis
ST Self-Efficacy Social Support Social Support ST Self-Efficacy
M F

Self-
Efficacy

Self-
Efficacy

Social
Support

Social
Support

Organizational
Constraints

Organizational
Constraints

Interpersonal Interpersonal Work
Conflict Conflict Stress
Work Load Work Load
STS STS

CFI =.985, RMSEA = .055, SRMR =.039
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Discussion

» STS levels with all major criteria in this sample
were significant (19%). Similar to other health
providers.

» Several important workplace correlates including
appraisal of the indirect exposure, amount of
direct exposure, paperwork level, and patient
load.

* Mechanisms between demands, resources, and
negative outcomes must be determined. Self-
efficacy and social support may play key roles.
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Interventions

* Implications for supportive interventions that
reduce work related demands and increase
interpersonal and intrapersonal resources.

* No RCT data exists for military mental health
provider secondary trauma/burnout
interventions
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SupportNet Project: Intervention
Phase
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SupportNet Project
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Caregivers Need Evidenced Based
Support Too...
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Appendix XVII: CONSORT Flow Chart for the SupportNet RCT
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SupportNet RCT CONSORT Flow Chart

Assessed for eligibility’ le———| 98 responses (6%)

(n=98)

1603 Solicited

Randomized
(n=61)

[

Excluded (n=37)

" Not meeting inclusion criterion
of OLBI score 2.00+ (n=13)

" Otherreasons (incomplete Q,
no mil work, duplicate, etc.)
(n=24 )

A4

Allocated to online & coaching

intervention (n=20)

" Received allocated intervention
(n=5)

" Did not receive allocated
intervention (give reasons)
(n=15)

Completed Post-test (n=5)

(1 on-post; 4 off-post)

)

Allocated to delayed start online &

coaching intervention (n=20)

" Received allocated intervention
(n=6)

~ Did not receive allocated
intervention (give reasons)
(n=14)

Completed Post-test (n=6)
(1 on-post; 4 off-post)

Lost to follow-up
(give reasons) (n= )

Discontinued intervention
(give reasons) (n= )

Analyzed (n= )

" Excluded from analysis
(give reasons) (n= )

l

A,

Allocated to online-only intervention

(n=21)

" Received allocated intervention
(n=7)

~ Did not receive allocated
intervention (give reasons)
(n=14)

Completed Post-test (n=5)
(0 on-post; 4 off-post

l

Lost to follow-up {(give
reasons) (n= )

Discontinued intervention
(give reasons) (n= )

Analyzed (n= )

- Excluded from analysis
(give reasons) (n= )

Lost to follow-up
(give reasons) (n=)

Discontinued intervention
(give reasons) (n=)

y

Analyzed (n= )

~ Excluded from analysis
(give reasons) (n= )
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